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By Professor STROGANOFF, Petrograd. 


INTRODUCTION. 


IN view of the interest that has been lately taken in the subject of 
Keclampsia, notably at the British Congress of Obstetrics 
and Gynecology, held at Liverpool last year, we thought 
it would be most interesting to our readers if we could obtain 
a paper from Professor Stroganoff on his latest method of 
treatment. The first thing was to discover whether Professor 
Stroganoff was still living, and to this purpose we communicated 
with some ‘friends in Moscow, who, after enquiries in Petrograd, 
sent us Professor Stroganoff’s address. 

We then wrote a letter, which was translated into Russian, 
to Professor Stroganoff, who replied that he would be glad to send 
us a paper if it could be in that language. A reply having assured 
Professor Stroganoff that such a paper would be very welcome, it 
arrived in due course. 

Madame Krougliakoff most kindly undertook the translation 
gratuitously, but as she is not a member of the medical profession 
certain difficulties arose which can readily be understood, 

The Editor, with the assistance of Dr. Russell Andrews, has 
endeavoured to elucidate this translation. In some places the 
meaning could not be gathered until further possible translations 
of the Russian words were obtained. It was impossible. to 
communicate with Professor Stroganoff again, in time for the issue 
of this number of the JourNAL. An attempt has been made to 
render the translation intelligible with as little re-writing as possible. 
The constructon of some of the sentences had to be altered 
completely, but in many cases it was thought best to leave the 
construction unaltered, although it might appear quaint and 
unusual to English readers, rather than to risk destroying the 
originality of the paper. 

THE Epirtor. 
(1. 
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The question of how best to treat Eclampsia has, at the present 
time a great scientific interest, moreover, from the practical point of 
view, it is also of great importance to all civilized countries. The 
mortality from this disease is very great, and as often the strongest 
women, who otherwise are in good health, suffer from eclampsia, 
it is very unprofitable for any nation not to attempt to eradicate it. 
Moreover, serious cases of eclampsia are very often complicated 
with puerperal sepsis, pulmonary disease, and mental disturbance. 
The mortality of the child is also very high, being one and a half 
to three times greater than that of the mother. 

In Europe in 1913 there were about 14,000,000 confinements. 
According to Hammerschlag, the mortality in Prussia from 
eclampsia was 3.5 for each 10,000 cases of delivery. According to 
Bittner, in Mecklenburg-Schwerin, and azar, in Baden, five for 
each 10,000. David Hardie’s statistics, from 1886 to 1905, for 
England and Wales, show 3.9, and for Queensland, 5.4 for each 
10,000. Taking the average proportion as four to 10,000, we find 
that 5,600 mothers die every year in Europe, and as the mortality 
of the children is one and a half to three times greater than 
that of the mothers, this means a loss of at least 8,400 children, 

Rickets states that in the United States 4,000 mothers and 
40,000 children die every year from eclampsia. These 40,000 
children, however, must include deaths from other causes than 
eclampsia, but, taking the death-rate of children at one and a 
half times more than the mothers, this méans that 6,000 children 
die as a result of eclampsia. 

We must conclude, therefore, that in Europe and the United 
States of America, considered together, 24,000 mothers and children 
die every year from eclampsia. 

In a recent number of the British Medical Journal reference is 
made to the great number of deaths from eclampsia in New 
Zealand, and the same journal publishes very startling statistics for 
England, stating that the mortality from eclampsia from 1911 to 
1922 was nearly 25 per cent. 

Eden, a member of the London Committee lately appointed to 
deal with eclampsia, says : ‘‘ It is impossible to avoid the conclusion 
that the majority of the fatal cases were over treated and that in a 
considerable number of cases excessive treatment must have been a 
contributory factor in bringing about the fatal results.’ And 
further on he says: ‘‘ We regard the results set out in our Report 
as being profoundly unsatisfactory, and having, as we believe, 
cleared the ground by showing how much our methods have been 
at fault. .....’’ It is not surprising, therefore, that Herbert 
Spencer says: ‘‘ Eclampsia is one of the bugbears of the medical 
profession at the present time.” 
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ERRATA. 


Professor V. V. Stroganoff has written pointing out that the following 
orrections should be made in the translation of his article in the Spring 
jumber of the JOURNAL, 1923: 

age 2, lines 23-4. For ‘* from other causes than eclampsia ”’ read ‘* from 
pther eclamp. than eclampsia puerperalis.’’ 

Page 3, lines 1-3. Read ‘* Coles Stricker reports that in the United States 
here were 7,500 cases of eclampsia, and Rickets reports, as I have already 
ynentioned, 4,000 deaths every year, with a mortality of 53.5 per cent.” 

( Page 3, line 38. For ‘‘ 2 deaths”? read ‘* 11.” 

rage 7, line 32. For ‘ slight oedema” read “ slight infiltration.”’ 
age 8, lines 11-12. For ‘* only two fatal cases of pneumonia and one of 
sepsis occurred out of 230 cases ” read ‘* only two cases of pneumonia and one 
fatal case of sepsis occurred out of 230 cases.” 
Page 8, line 29. For ** been much lower ’’ read “ been lower.’’ 
age 11, lines 1-2. For ‘‘ The results in the Clinics of Leopold, ete.,’’ read 
i’ My own results and results in the Clinics of Leopold, ete.”’ 

Page 11, line 16. wor ** lower the consciousness ’’ read ‘* lower the 
irritability of the brain.” 

Page 11, line 38. For “ Veit ’’ read ‘‘ G. Veit.”’ 
1 Page 11, line 40. For ‘* collected by him ”’ read ‘‘ collected by T. Veit.” 

Page 12, line 5. For ** blood-pressure ” read ‘* blood-movement.”’ 

Page 12, line 12. After ‘* breathing ’’ read “ all the cells of organismus.”’ 
Page 14, line 5. For “cases treated by this operation ’’ read ‘* cases of 
eclampsismus. ’” 

Page 14, line 7. For ‘* Caesarean section’? read ‘* eclampsismus.’' 

age 16, line 17. For ‘ (0.009—0.02) ” read “ (0.010—0,02).”’ 

Page 16. line 20. For ** as below ”’ read ‘* as above.’ 

Page 17, line 18. For ‘chloroform 1.0—1.5 cc.” read “chloral 1.0—1.5 grm.”’ 
Page 24, line 14. For “ 208 cases ’’ read ‘‘ 2,208 cases. 

Page 30, line 11 of sources. For ‘* 1907 ”’ read ‘ 1906.”’ 
age 30, line 18 of sources. For ‘* Ht. 3’? read “ Ht. 2.”’ 


“ 








” 


Page 30. For “25. Tamind ” read ‘‘ 25. Gotlib.” 

Page 31, lines 9 and 4. For ‘‘ Merffé ” read ‘‘ Herff.’”’ 

Page 31, line 6 of sources. For “ 1913 ”’ read ‘‘ 1914.”’ 

age 31, line 14 of sources. For ‘‘ Nos. 35—76 ’’ read ‘‘ 35—46.”’ 





























Prophylactic Treatment of Eclampsia 3 


Coles Stricker reports that in the United States there were 7,500 
cases of eclampsia, with a mortality of 53.5 per cent. Rickets 
reports, as | have mentioned above, 4,000 deaths every year. Such 
a terrible mortality can only be explained by the fact that a large 
number of these cases occurred in places where proper medical 
attention could not be obtained. Thus Bittner, of Mecklenburg- 
Schwerin, reports that the mortality from eclampsia is 28.33 per 
cent. when there is medical assistance, and 45.76 per cent. when 
this is not available. 

Jacobs (Brussels) informs me that ‘‘ eclampsie est en effet une 
terrible mangeuse d’existances et i] serait heureux d’avoir contre elle 
des moyens de defence efficace’’ (eclampsia is really a_ terrible 
destroyer of human beings, and it would be a happy boon to 
discover some means of real defence against it), In Russia, in 
some clinics, in which they do not apply the prophylactic method, 
the mortality reaches 36.8 per cent., and in some districts even 
41 per cent. 

This question becomes more interesting, because nearly 25 years 
ago I described my method of treating this disease. The method 
which I then gave showed a mortality of 1 to 2 per cent. in 
un-neglected cases, and in the last twelve years | have so much 
improved the method that I can with nearly absolute certainty save 
the mother and very much reduce the percentage mortality of the 
child. I first elaborated the prophylactic method in 1897. 

The fundamental idea of my method is that the spasmodic fits 
play a pre-eminent part in the results of the disease, that the number 
of the fits must be decreased, and that every possible thing must be 
done to prevent their repetition, since every successive fit brings 
the patient nearer to death. At that time I thought eclampsia a 
contagious disease. I have since changed my mind as to its patho- 
genesis, but my opinion as to the fits remains unchanged. There 
is no doubt the greater the number of fits the greater will be the 
mortality. 

The results from the Institute of Gynzecology and Obstetrics in 
Petrograd, Lichtenstein’s Clinics in Leipzig, and Freund’s Clinic 
in the Charité in Berlin in cases of eclampsia are as follows :- 

Deaths. Mortality. 
234 cases with 1 to 2 fits ... we 2 4-7 per cent. 


6G 4 a. £222 a, wa 12.9 
420 4, » 6 and more fits ... 98 23.3 


” ” 
” ” 

Very many authors (among them Hastings Tweedy) report 
similar results. In 1899, in reporting 45 cases of eclampsia treated 
by my prophylactic method without any mortality, I wrote :- 


‘* With the cessation of or diminution in the number of the 
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fits eclampsia should lose its malignancy on the supposition that 
the natural powers of self-defence in the maternal organism, when 
more favourable conditions are brought about, should be able 
to destroy the cause of the disease. The treatment | suggest 
will control the fits and allow time for the natural efforts of the 
body to split the toxins into some simpler product and thus 
render them innocuous. We must try by all possible means 
to prevent the repetition of the fits by giving drugs when we 
expect a fit or else at stated intervals. By these means we get 
the most excellent results.”’ 


According to Solomons’ statement the Dublin method has the 
same aim. 

In 1g00, at the Paris Congress, and in 1902, in Rome, | 
reported gg and 1206 cases of eclampsia respectively, with a maternal 
mortality of 5 to 6 per cent. The only cases which died were 
those which were moribund before treatment or which suffered from 
some other illness. 

In 1g08 [ reported 360 cases of eclampsia, with a maternal 
mortality of 6.6 per cent., and a foetal mortality ante-partum and 
intra-partum, not including the third stage of labour, of 21.6 per 
cent, 

Analyzing the causes of death in the mothers, | came to the 
conclusion that they died either because the disease was too 
advanced before the patients came under treatment, or because of 
some other complication, or because my prophylactic method was 
insufficiently or incorrectly applied. [| wish to emphasize most 
strongly the possibility of reducing the maternal mortality to 1 to 
2 per cent. 

Happening to visit Heidelberg in 1907, I attended the Clinic 
of Rosthorn, and there saw a very serious case of eclampsia super- 
vening after the child had been born, the mother having 11 fits 
in nine and a half hours, with a pulse-rate of 150 and coma. 
Rosthorn asked me to try my method. I began the treatment 
25 minutes after the last fit, with the result that the patient had 
no further fit, improved every hour, and in 10 hours regained 
consciousness and recovered. 

In 1909 I was invited to go to Vienna to demonstrate my 
method in the University 2nd Clinic of Gynzcology and 
Obstetrics. Schauta and Piscacek, Directors of the University rst 
and 3rd Clinics of Obstetrics and Gynzecology, also kindly handed 
over their patients to me for treatment. During the month I was 
there I treated a serious case, ante-partum, which had had six fits 
before I commenced the treatment. The patient had only one fit 
after the treatment commenced, and recovered, the child being alive, 
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The delivery took place in the second week after the attack of 
eclampsia, with no fits during the labour, and recovery of the 
mother. The seven months child was born dead. 

A second very serious case | treated was in the Clinic of 
Schauta. The patient had had one child. In this attack she had 
four fits during one hour and ten minutes, ante-partum. Directly 
I began my treatment the fits ceased, she became much_ better 
and regained consciousness after eight hours. To my regret I then 
had to leave Vienna, and the patient was left in the care of the 
assistants. After two days, during the second stage of labour, the 
fits recommenced, but the patient was delivered with instruments, 
with the result that the mother and the child survived. 

The same favourable results were obtained in three other cases 
of eclampsia treated by me in the Clinics of Bumm and Franz 
in Berlin in tg11. It was only after my work in Vienna that 
Leopold, in Dresden, for the first time in Germany began to 
apply my prophylactic method, with excellent results, for out of 
50 cases of eclampsia only four died; that is, a mortality of 
8 per cent., whereas previously his mortality was 19 per cent. All 
of these patients were admitted with other serious ailments. Out 
of these 50 patients, 17, i.e., 34 per cent., had no fit from the moment 
the treatment began ; 25, i.e., 50 per cent., had 1 to 3 fits; and only 
eight patients, i.e., 16 per cent, had more than three fits; nine 
women, ie., 18 per cent., had no fits for 12 hours before delivery, 
and seven of these no fits for 20 hours before. The majority of 
the children were born alive. The reduced mortality of the children 
was very marked, 18.6 per cent., whereas previously it had been 
55 per cent. 

Roth concludes his paper in the following words: ‘ Diese 
Veroffentlichung war geplant, um der Behandlung der Kklampsie 
nach Stroganoff einen grésseren Freundeskreis zu erwerben.”’ 
(This paper was written with the object of winning a larger circle 
of friends for Stroganoff’s method of treatment of eclampsia.) 

In the same year appeared the thesis of Kapter and Kronig, of 
the Freiburg Clinic, in which my prophylactic method is carefully 
analyzed, historical data are given, and the results of the treatment 
of five patients, which were very satisfactory, there being no 
maternal mortality and death of only one infant, on account of 
premature separation of the placenta. He recognizes the results 
attained ‘‘ in jeder Hinsicht auffallend giinstig ’’ (in every respect 
extremely favourable), and as confirming my statement ‘‘ Punkt 
fir punkt.”’ 

Somewhat similar results were published in 1912 by Z6pritz, of 
Gottingen, in which he records six cases of eclampsia with no 
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maternal mortality, a very small number of fits and a reduced 
foetal mortality. 

KXapferer is of opinion that eclampsia is of nervous origin, and 
Zopritz regards it as being due to anaphylaxis, 

In 1911 Zweifel began to apply my prophylactic method, 
together with venesection, in the Leipzig Clinic. The first 20 cases, 
with a mortality of 25 per cent., at first sight appear to be unfavour- 
able, but most of the deaths were due to accidental causes. In 
the next 74 cases there were no deaths. He says :— 

‘* Wir wollen keine Abziige machen, sondern des Vergleiches 
wegen immer die Gesamtmortalitat anfiihren, doch aber auf die 
Tatsache hinweisen, dass 3 der Todesfille leicht vermeidbaren 
Ursachen zuzuschreiben sind. Deswegen ist der Schluss 
berechtigt dass bei ihrer Vermeidung eine Gesamtmortalitat von 
2-3 per cent, als erreichbares Ziel der neuen Eklampsiebehand- 
lung in Aussicht steht.’’ (‘‘ We will make no deductions, but, 
in bringing forward the total mortality as the point for 
comparison, we must emphasize the fact that three of the fatal 
cases are to be ascribed to easily avoidable causes. The conclu- 
sion, therefore, is justifiable that by their avoidance a_ total 
mortality of 2.3 per cent. may be looked on as an attainable 
objective in the new treatment of eclampsia.’’) 

Therefore, my statement that it is possible to reduce the 
mortality to 2 per cent. in cases which have not been neglected was 
confirmed not only by my own observation, but also by Leopold 
and Zweifel and to a certain degree by Kroénig and Zopritz. 

The numerous reports of Lichtenstein from the Leipzig Clinic 
show his preference for the prophylactic method and venesection 
rather than delivery by operation. Again, in 1913, he reports 
94 cases, with five maternal deaths, 5.3 per cent., and a foetal 
mortality of 21.3 per cent., against a mortality of 36 per cent. 
when the active method was employed. He also points out the 
following advantages for the prophylactic treatment :— 

(1) No death of the mother could be put down to delayed 

treatment. 

(2) 62.8 per cent. of the labours terminated naturally, against a 
percentage of 22. There was only one case of vaginal 
Ceesarean section, and not one of abdominal Czesarean 
section. In no case was the cervix dilated with Bossi’s 
dilator, or incised, or torn, and in no case was the bladder 
damaged. 

(3) In 42 per cent. of ante-partum eclampsia the fits ceased 
twelve hours or more before delivery. 

(4) Only 2.1 per. cent. of psychosis was observed, against 6.75 

per cent. with active treatment. 
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Comparing his results with those of the active treatment of 
Freund, Lichtenstein gives great preference to the prophylactic 
method with venesection. His last report is based on 201 cases, 
with a maternal mortality of 8.5 per cent. At the same time he 
notes that during the war there were many neglected, that is, not 
treated, cases. 

I must say that for the first fifteen years my prophylactic 
method did not find authoritative support because of theoretical 
considerations, and it was only from the time of my going to Vienna 
that my treatment began to be employed in Germany. Up to the 
present the following professors and their assistants have published 
favourable results:—-Kroénig, Paukow, Zweifel, Lichtenstein, 
Wertheim, laschke, Z6pritz, Walthard, Déderlein, Kerff, Barsony, 
and Winter. 

Fraenkel, Thorn, Nagel, Skutsch, Opitz, Franke, Henckel, 
Martin, Zangenmeister, Strassmann, Schauta, Stockel, Franz, 
Sellheim, Seitz, Zung, etc., recommend the method and apply it in 
special cases, 

My method is discussed in more than one hundred works, and 
in the majority very favourably. The prophylactic method is 
objected to only by those who see in it a disagreement from their 
point of view as to the origin of eclampsia, that is, because of 
theoretical considerations, or after having applied it in one or two 
cases without any system. 

In examining the international literature, | came across only 
two authors—Bumm and Schmidt—who, after applying the 
prophylactic method in more than 10 cases, obtained worse results 
than with other methods. Out of 16 patients in Bumm’s Clinic 
seven, Or 43.7 per cent., died, and he ceased to follow the treatment 
any longer. [| must mention, however, that two of these patients 
(6 and g) died from sepsis; two, when they were admitted, had 
slight oedema of both lung's (3 and 5), and one was almost dead (11). 
It seems hardly fair to put these results down to the prophylactic 
method. No conclusion can be arrived at from these 16 cases, 
especially when we compare them with 800 cases from other clinics 
with exceedingly favourable results. 

Not very long ago I sent an article to Bumm describing my 
improved prophylactic method and its results, In answer he 
informed me that he had again introduced my method in his clinic. 

Schmidt reports 38 cases treated by my prophylactic method, 
with a mortality of 26.3 per cent.-his mortality when employing 
other methods was 23.5 per cent.—and says it would be 
fairer to exclude two cases which had Cvzsarean section 
performed, and a fourth case as neglected. The ninth fatal 
case had a very great number of fits before treatment, whilst the 
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fourth fatal case, after the cessation of the fits, was treated with 
venesection and saline infusion, which, from my point of view, is 
prejudicial. The fifth case died from abscess in the lungs on the 
15th day, and the sixth from broncho-pneumonia on the sixth day. 
Taking into consideration that these cases were serious, with 
unexpected complications, and the cause of death of some of the 
patients was not clear, yet in many cases the patients did well, 
I do not think that these results form an argument against the 
prophylactic method. It should be noted that the affection of the 
lung occurred in six out of 38 patients, septic change in other 
organs five out of 38, whilst in Russia only two fatal cases of 
pneumonia and one of sepsis occurred out of 230 Cases. 

Does this not show that the treatment was not carried out as it 
should have been in Schmidt’s cases? Some support to this idea 
is shown in two cases (4 and 10) in which saline solution was 
infused, a method of treatment which I object to. I will expound 
the reason for this below. 

One of the most ardent partisans of forced delivery was 
Winter, but at the present time even he recognizes that the 
treatment of serious cases by the prophylactic method and 
venesection is useful. Lichtenstein quite rightly says that such a 
method applied in the less serious cases is a triumph. The 
strongest opponent of my prophylactic method until recently was 
Freund, simply because of theoretical considerations, but since he 
began to apply the prophylactic method and venesection in his 
clinic in Berlin, a method which he calls: ‘ Taugt nicht,’ ‘‘ Das 
unzuverlissigste,’’ ‘‘ Die irrationalste ’’ (** Worthless,’ ‘* The most 
unreliable,’ ‘‘ The most irrational ’’), the maternal mortality has 
been much lower, 14.3 per cent., instead of 17.2 per cent. The 
mortality of the children, however, seems to be a little greater. 
In a preceding work of Freund’s I noticed 19 statements partly 
contradictory, and partly without any foundation, and I refrained 
from criticizing the article. Lately he, like Winter, is inclined to 
favour the prophylactic method in conjunction with rapid delivery. 
In Austria this method is systematically applied in the clinics of 
Wertheim, and in Hungary in clinics of Barsony, all with good 
results. 

In Sweden the method was applied by Perssan and Forssner. 
Forssner says that at the present time Stroganoff’s method is 
becoming essential, if not the only one. In Holland it is recom- 
mended by Ribbins and Mingelen, in Switzerland by Herff. 

Henry Zavato, of Buenos Aires, writes me that he has used 
my prophylactic method with great success, and considers it the 
best. In England, France and the United States the prophylactic 
method is recommended by such authors as Ballantyne, Kosmak, 
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Pfeifer, Williams, etc., for certain cases of eclampsia, but up to 
the present | regret to say that it has not received an extended 
trial. 


PATHOGENESIS OF ECLAMPSIA, 

Before considering the question of the treatment of eclampsia 
we must briefly examine the question of pathogenesis, which up 
to the present time has remained unsolved. The modern theories, 
as well as the ancient ones, are very little substantiated. The most 
probable theory is that of the placental origin of the disease. Thus 
Lubarsch, Schmorl, Kassianoff, etc., found syncytial cells in the 
veins of puerperal women suffering from eclampsia as well as in 
those of women in pregnancy and labour. These stray cells may 
play the part of an antigen, causing the formation of anti-bodies, 
or break up into new bodies which act, at a certain concentration, 
as toxins. 

Huhl Rodenburg even states that in this case we get white 
corpuscles which produce a characieristic change in the liver, and 
at the same time, like other toxins, affect the kidneys. 

Numerous investigations in Zweifel’s clinics established the 
fact that the blood of women suffering from eclampsia is thicker 
than that in normal pregnancy or labour. Syncytial cells appearing 
in the veins of the mother make the blood thicker and probably 
more likely to form thrombi, which is one of the characteristic 
symptoms of the pathological-anatomical picture of eclampsia. 
In many clinics the fact was established that the blood of a 
woman suffering from eclampsia clots more easily. This fact is in 
absolute accord with my own observations, and was_ proved 
experimentally by Engelman and Ebeler. 

Probably some other factors are also important, such as: 

(1) Internal secretion of the mother as well as of the placenta. 

(2) Secretion of toxins from the foetus and mother, the last fact 
being confirmed by the successful results of the Dublin 
method of treatment. 

(3) The change in the composition of the salts of the blood, the 
calcium being diminished and the sodium and potassium 
being increased, as shown by the investigatons of Loeb. 

(4) Increased irritability of the nervous system. 

In my opinion the sequence of events in eclampsia is the 
following. The toxins, formed in one way or another in the 
mother’s blood, irritate the central nervous system, and particularly 
the vaso-motor centre. As a result of this irritation spasm of the 
blood-vessels occurs with a rapid increase of blood-pressure, 
following which headache, changes in the eyesight and hearing 
and epigastric pain supervene, the total result being an attack of 
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convulsions with loss of consciousness. The spasm of the blood- 
vessels of the kidneys causes a sharp change from oliguria to 
anuria and albumen and casts appear in the urine, and, after many 
fits, red corpuscles also. Probably there are also sudden changes 
in the function of the liver. 

Kclampsia, therefore, is the result of a reciprocal action between 
two factors, the one the quality and quantity of the toxin circulating 
in the mother’s blood, and the other the degree of irritability of 
her central nervous system; for, as we know, such irritability is 
enhanced in pregnancy (Blumreich and Zuntz). 

It is a very interesting question as to how soon the syncytial 
masses entering the veins of the mother begin to exert their toxic 
action. The onset of eclampsia in from two to ten days after 
delivery seems to show the possibility of a prolonged state of 
quiescence without any toxic effect. In such cases may we not 
suppose that a part of the placenta was left in the uterus and, not 
very long before the fits began, syncytial cells escaped into the veins 
of the mother? Not very long ago, however, I had a patient who 
had two fits on the tenth day after her delivery, but had no sign 
of retained placenta. Similar conditions were observed in other 
patients on the second, third, and fourth days after delivery. 

More convincing is a series of cases of eclampsia in which 
the uterus was removed after delivery (Vineberg, Sutugin, Zweifel). 
Zweifel had a patient who had eclampsia three and a half hours 
after extirpation of her ruptured uterus, and Vineberg had one 
who had eclampsia twelve hours after. These facts confirm the 
opinion that the syncytial cells in the veins of the mother do not 
give rise to toxin for some time. 

We must try to diminish the quantity of toxins in the blood of 
the mother and lessen the irritability of her nervous system. Many 
consider immediate delivery as one of the methods of removing 
the toxins. This is probable, though not absolutely certain, because 
we really do not know when and in what circumstances these 
elements enter the mother’s blood, neither do we know how long 
it takes before they begin to manifest their toxic action. 

The fact that eclampsia appears more often during delivery 
seems to show that syncytial cells enter the blood during labour 
and that their toxicity is increased by the labour pains. The onset 
of fits, however, can be attributed not only to this toxic action, 
but also to the increased irritability of the nervous system due to 
the labour pains; moreover, the artificially aided delivery is often 
connected with increased pressure on the uterus, with manual 
extraction of the placenta, and with other manipulations. Do not 
all these encourage the pernicious elements to enter the blood, 
and is not the attack of eclampsia more severe because of this ? 
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Only observations in clinics can decide this question. The 
results in the clinics of Leopold, Zweifel, Wertheim, Herff, and 
Wolthard, as well as those of English obstetricians communicated 
to the Liverpool Congress, speak quite definitely against the wide 
application of such operations as abdominal or vaginal Caesarean 
section or manual forced delivery. 

The toxicity of the blood can be diminished by giving the 
patient water, as the Dublin method advises, or saline infusion 
and milk in quantities 1000.0 cc. per diem, and, if the patient is 
conscious, as much weak tea as possible, in order to dilute the 
toxins and remove them more quickly, or by producing perspiration 
as we do in Russia, or by venesection, since, from our point of 
view, the toxins are chiefly in the blood. 

Still more strongly can we act on the nervous system. Morphia 
is an excellent pain reliever, chloral-hydrate and chloroform quickly 
lower the consciousness and depress the vaso-motor centre, conse- 
quently their administration is thoroughly rational. 

All pharmacologists and clinicians say the same, and for more 
than fifty years such treatment has been very general. Only 
Dihrssen and his supporters object to these drugs, purely from 
theoretical considerations, maintaining that it is not rational to 
introduce new poisons into an already poisoned organism. Such 
a Statement, as we know, is only fair in those cases in which the 
new poisons have the same deleterious effect on the tissues as the 
original ones, but not when they possess opposite characteristics, 
since then they are antidotes. Morphia and chloroform, and 
particularly chloral-hydrate, have just the opposite effect to the 
toxins of eclampsia, which produce spasm of the blood-vessels, 
convulsions and headache; while, on the contrary, chloral-hydrate 
and chloroform remove convulsions, produce dilatation of the blood- 
vessels, and lull the irritability of the nervous system, Morphia 
lowers the sensibility to pain, soothes labour pains, and so calms 
the nervous system, The application of these narcotics has one 
disadvantage, for eclampsia sometimes requires very large doses 
of narcotics, far surpassing the ordinary doses employed, and this 
is undoubtedly a weak spot in the treatment. 

Only the results of observations in clinics can show what is 
useful and what is pernicious, The method of Veit, who recom- 
mended large doses of morphia, is bad; in 902 cases of eclampsia 
in Germany collected by him the mortality was 21.6 per cent. 
The same serious results followed the treatment by large doses of 
chloral-hydrate and the prolonged administration of chloroform, 
Perrochet giving a maternal mortality of 37 per cent. 

Probably too large doses of these narcotics, without the addition 
of some other form of treatment does lead to very bad results, 
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The essential phenomenon of eclampsia is the appearance of toxins 
in the blood of a woman which cause spasm of her blood-vessels 
with a resulting increase of blood-pressure. The spasm can be 
observed not only by clinical observation, but also by a direct 
observation of the blood-pressure by the method of Lombard and 
Weiss. [linselmann and Nevermann observed these spasms in small 
capillaries in connexion with the spasms of vessels which quickly 
diminished under the influence of venesection. The result of such 
spasms may be headache, deficient vision and hearing, changes in 
the urine, probably also changes in the function of the liver, and at 
last convulsions, with a loss of consciousness. Naturally, such 
spasms cause changes in the assimilation of food and in breathing. 

The fits bring with them a new and very powerful factor which 
has a deleterious effect on a woman suffering from eclampsia. The 
fit lasts about a minute, during which respiration almost stops, 
and therefore all the cells of the organism suffer very much from 
asphyxia. At the same time, as a result of the severe contraction 
of nearly all the body-muscles, a great quantity of toxin is poured 
into the blood. The assimilating and the excretory activity of the 
kidneys and liver are lowered. The heart also is affected, and | 
have several times observed after a fit the contractions of the heart 
to be slow and stronger. 

After a fit the respiration gradually recovers, and within two 
or three minutes the asphyxia disappears. All this shows that a 
fit has a very pernicious influence on the organism of the woman, 
and certainly hastens the fatal end. In some serious cases of 
eclampsia the fit has such an effect on the respiratory centre that 
it ceases to work, and only artificial respiration can save the 
woman. Sometimes fits cause cerebral haemorrhage, as a result of 
which death may take place. The blue swollen face during a fit 
makes one fear a fatal termination, The above-mentioned signifi- 
cance of the fits is supported by the following phenomena. After 
the first fit consciousness usually returns very quickly; after the 
second in from to to 30 minutes, and after the third or fourth 
not for hours. At the same time the quantity of urine is 
diminished, and the composition gets worse with every succeeding 
fit. The strong action of the heart before the fits becomes 
increasingly weaker after 10 to 14 fits, and symptoms of oedema of 
the lungs appear. 

The statistics mentioned above also support the fatal signifi- 
cance of fits. It goes without saying that not only the number of 
fits but also their strength and frequency are important. As I 
have mentioned above, a strong fit can paralyze the respiratory 
centre and the heart, and frequent fits destroy the organism of the 
mother still more. 
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Besides, the health of the woman is of great importance, particu- 
larly the condition of her cardiac and vascular system. I have 
known oedema of the lungs appear after two fits, and sometimes 
after four fits the patient was nearly dead. One patient, after two 
fits, had symptoms of blood effusion in the brain. 

In some cases, after 20 or more fits, the patient quickly 
recovered. One patient recovered after 40 to 50 fits. Cases are 
reported of recovery after 100 or even 200 fits, but these facts, 
from my point of view, do not change my contention that every 
succeeding fit brings the patient nearer to death. I absolutely 
agree with the statement of the London Committee at the Congress 
in Liverpool, that 10 fits are a symptom of danger. 

In contradistinction to all this there are so-called cases of 
eclampsia without fits. These cases must be separated from 
eclampsism or pre-eclamptic toxzemia. Eclampsia without fits is 
very rare, and the majority of authors consider that a fatal result 
often follows. On the contrary, eclampsism is only a forerunner of 
eclampsia. As a rule it does not lead to death, but sometimes 
passes into eclampsia with all its consequences. At the present 
time eclampsia without fits seems to me very doubtful. 

I cannot say that | have not observed among my patients one 
case of this sort, though in one case | first of all diagnosed it as 
eclampsia without fits, but after further observation | came to the 
conclusion that it was a case of cerebral hemorrhage. During the 
last 25 years in the Gynecological and Obstetric Society of 
Petrograd no undisputed case of this kind has been recorded. 
There were two or three fatal cases which would have been more 
correctly ascribed to icterus gravis, and others to uremia or sepsis. 
At any rate, | cannot suggest how to treat such cases. It seems 
to me that one does not find in such cases the principal symptoms 
of eclampsia, spasm of the blood-vessels and increased blood- 
pressure. But we have observed several cases of eclampsism or 
pre-eclamptic toxzemia in Russia. — Its symptoms were headache, 
dimness or even loss of sight, defective hearing, epigastric pain 
and vomiting, and, most important of all, increased blood-pressure. 
All these symptoms are forerunners of eclampsia caused by the 
same toxin; accordingly the treatment must be the same, but to 
a lesser degree. Rest in bed, a reduced diet, milk, and the 
administration of narcotics in small doses, as in the case of 
eclampsia, will, in the majority of cases, result in an amelioration 
of the symptoms; if, however, the condition remains in statu quo or 
becomes worse, if casts appear in the urine or there is an increase 
in the amount of albumen, the proper treatment is to induce labour 
by rupturing the bag of membranes and by giving medium doses 
of narcotics. 
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I did not observe any case of death from eclampsism, and by ; 
applying correct régime and treatment a good result may almost 
certainly be attained. For this reason I consider such an operation 
as Cesarean section ([ssenmdller) contraindicated. Certainly the 
cases treated by this operation must not be included in statistics 
of eclampsia, but must be separately dealt with. I have not 
included a single case of Czesarean section in my statistics. 
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THE TREATMENT OF ECLAMPSIA. 


Assuming that eclampsia is the result of the reciprocal action 
of two factors: 
(1) the appearance of toxins in the blood of a woman which 
act on the nervous system, 
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(2) the reaction to them by the nervous system, 


our treatment must be to lessen the toxins in the blood, and to 
diminish the irritability of the nervous system, but we cannot 
indicate any means of preventing the entrance of placental toxins as 
our knowledge in this direction is not enough. Forced delivery, 
as experience shows, does not answer the purpose. Zweifel, with 
this treatment, had 18 per cent.. mortality of mothers and 37 per 





cent. of children, and he is of the opinion that favourable results . 
are due not to the delivery, but to the haemorrhage connected 
with the delivery, and in consequence he is a_ partisan f 


of venesection. Bumm and Franz, in Berlin, had a maternal 
mortality of about 17 per cent., of which mortality 4.5 per cent. was 
due to operation. The results reported at the Liverpool Congress, } 
June 1922, absolutely contraindicate forced delivery. 

We must try to lessen the amount of toxins entering the 
mother’s organism or else remove them altogether. For this 


purpose we must first try to stop the fits, since they are the cause 
of a great increase in the amount of toxins in the blood. } 


Destruction of the toxins and their removal is very difficult because 
of the asphyxia and spasm of the blood-vessels. Moreover, it is 
desirable to liquify the blood and to lessen the formation of 
toxins in the intestines, and their elimination must be encouraged 
through the skin and kidneys. It is my opinion that many 
pregnant women, if not all, and women in labour, have such toxins 

in their blood, and are very well able to endure them; only if their 
accumulation is very great and the irritation of the nervous system 
is marked, will eclampsia appear. By stopping the fits we briny 
the woman to a condition nearly normal. The maternal organism 
continues to destroy or change the composition of the toxins and 
eliminates them. 

The fundamental principal of my prophylactic method is to 
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prevent the re-appearance of the fits at all costs. Another important 
point of the method is the combined administration of morphia, 
chloral-hydrate and chloroform. Experience shows that by prevent- 
ing the fits the patient improves every hour, and approaches 
the normal, and we can thus conclude that such a_ treatment 
removes the cause of the disease, or at any rate decreases its 
influence. The administration of the above-mentioned drugs 
calms the patient and leads to sleep, and at the same time 
prevents the spasm of the blood-vessels. By such means we 
diminish the formation of toxins, and, owing to the more normal 
circulation of the blood in the liver, kidneys, and brain as well 
as in other organs, the splitting up of toxins is helped. 

As the concentration of the toxins is of such great importance, 
venesection and the introduction of liquid will be of benefit. 

In carrying out the prophylactic method | do not consider it 
very important to empty the intestines, and lavage of the stomach 
was never done. Is it not fair to assume that the beneficial effect 
of the Dublin method is connected not with removal of contents 
from the digestive organs, but with introduction of considerable 
quantity of liquids? 

In contrast with the Dublin method, | administer not only water, 
but milk also, 

That eminent Russian clinician, S, P. Botkin, regarded milk as 
an excellent regulator of the nervous system, and recommended it 
in cases of wasting as well as in cases of adiposity. At the same 
time he considers that milk has considerable beneficial influence 
on the heart. I have myself observed the same result. 

The salutary influence of milk in cases of kidney disease is 
well known. Such quantities of milk are so favourable in cases 
of eclampsia that I strongly recommend its adminstration from the 
first day of illness. 500.0cc., with the same quantity of physio- 
logical solution of NaCl per rectum and per os with tea, having 
as its object the prevention and cessation of the fits, the arresting 
of the spasms of the blood-vessels, and the calming of the patient. 


(1) Removal of all sources of irritation. 

I recommend the removal, if possible, of all sources of irritation 
from the patient, or reducing them to the minimum ; therefore light, 
sound, manipulations, etc., should be avoided, as they help to cause 
the appearance of fits. For this purpose the patient's room must be 
darkened, all external and internal noises must be eliminated, the 
patient must be examined only if absolutely necessary, and then, as 
a rule, under chloroform ; as also if the patient has to be catheterized 
or operated upon. Loud conversations, coughing, sneezing, 
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blowing the nose, creaking of shoes must not be allowed in the 
patient’s room, The best time to make the bed is when the drugs 
have been given, or when the patient is under the influence of 
chloroform, or when she is restless and also immediately after a fit. 


(2) Treatment of the fits. 


To reduce the fits gradually, or if possible to prevent their 
recurrence altogether, | apply narcotics, morphine hydrochloride, 
chloral-hydrate, and chloroform, and | have found by experience 
that it is useful to employ these narcotics for cases of eclampsia 
of moderate severity, intra-partum, in the following order :— 
At the beginning of the treatment hypodermic injections of 0.015 
gramme (0.01-0.02) morphine hydrochloride under chloroform. 

In one hour’s time: 2.0 grammes (1.5-2.5) chloral-hydrate 
in addition to 200-2500 cc. of saline solution per rectum, and, 
when conscious, by mouth, with 100.0-110.0 ce. of milk. 

In three hours’ time from the beginning of treatment hypo- 
dermic injections of 0.015 gramme (0.009-0.02) morphia, usually 
under chloroform. 

After seven hours from the beginning of treatment ; 2.0 grammes 
(1.5-2.5) chloral-hydrate, as below. 

After 13 hours from the beginning of treatment: 1.5 grammes 
(1.0-2.0) chloral-hydrate without chloroform if there have not been 
fits for 12 hours and there are no prodomata of them. 

After 21 hours from the beginning of treatment: 1.5 grammes 
(1.0-2.0) chloral-hydrate without chloroform if there have not been 
fits for 12 hours and there are no prodromata of them. 

Thus during one day the patient receives from 5.0 to 9.0 grammes 
of chloral-hydrate, and from 0.02 to 0.04 gramme of morphia under 
the skin and repeated administration of chloroform together with 
500.0 cc. of milk and 500.0 cc. of saline solution. In exceptional 
cases, if the patients were very strong such quantities were given 
for 12 hours if the fits continued, or if there were symptoms of 
them. 

In the majority of cases the failures were due to insufficient 
dosage at the beginning of treatment. 

When the patient is admitted she is, as a rule, chloroformed for 
external and internal examination in order to ascertain the 
condition of pregnancy. At the same time the patient is prepared, 
morphia is injected, an enema, if necessary, is given; she is then 
taken to the operation room or to the lying-in room. If only a 
slight fit occurs after the patient is admitted, and if we are able to 
inject morphia five or ten minutes after the fit, then the patient is 
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only chloroformed during the first hour if the prodromata of a fit 
are noticed. We consider the following phenomena as forerunners 
of a fit: increase of the headache, as evidenced by the patient’s 
complaints when conscious, or by the expression of her face, 
which is drawn and_= suffering, when she is unconscious; 
restlessness in bed, contraction of separate muscles or of their 
groups, and high blood-pressure. 

The presence of these symptoms indicates that the narcotics 
should be increased, and chloroform is the quickest method of 
preventing a fit. As | have said, the above-mentioned narcotics are 
given in cases of eclampsia during labour. Ante-partum eclampsia 
requires the same quantity of narcotics or very often less. The 
post-partum cases of eclampsia are easier to treat, but even in 
these cases the fundamental principles must be carried out. 

The fits must be prevented when the baby’s head appears and 
then the body, for this certainly predisposes to the onset of a fit. 
Therefore, it is advisable, very soon after the delivery of the 
placenta, to administer the medium dose of chloroform—t.o-1.5 cc. 
This is given immediately after the uterus is well contracted and 
there is no reason to expect atonic haemorrhage, The presence of 
sympoms of a fit requires more energetic application of narcotics, 

We must, however, always take into consideration the condition 
of the heart and alter the dose of narcotics if necessary. The doctor 
must never lose sight of the general condition of the patient. But, 
anvhow, | have always noticed that 1-1.5 grammes of chloral-hydrate 
is less harmful to the heart and to the breathing centre of a woman 
suffering with eclampsia, than is a fit. 

If an eclamptic patient has, as the result of treatment, been 
free from fits for more than 24 hours and has not yet been delivered, 
she should be given chloral-hydrate every eight hours. In the 
majority of cases such patients regain consciousness, and | 
recommend giving them a large drink of warm tea and also about 
a litre of milk, mixed with tea, during the day. Return of 
consciousness, perspiration, increasing quantity of urine, and fall 
in the blood-pressure are favourable symptoms, and permit smaller 
doses of narcotics. Prognosis is favourable if 12 hours at least, 
much more favourable if 24 hours have elapsed without a fit, as 
after that interval (24 hours) in only 3-4 per cent. of the cases do 
fits return during delivery. If they do return the dose of narcotics 
must be increased again. Only in exceptional cases do prodromata 
of fits appear after many days and we are obliged to give 3.0-4.5 
grammes chloral-hydrate for such a long time. If the heart is 
weak I have tried, after giving a big dose of chloral-hydrate, to 
administer hedonal instead, but up to the present with no better 
result. 


Cc 
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(3) Hastening delivery. 

Hastening the delivery, by careful operations such as the 
use of the forceps or turning in order to extract by the breech, 
when such methods are not too dangerous for mother or child. 
Internal version in a primigravida is very often a serious operation 
for the mother, and more so for the child, and I employ it only in 
exceptionally serious cases. I consider de Ribes’ bag harmful, as 
it brings in a new and permanent irritation, but its effect is rather 
indefinite. 

Karly rupture of the bag of membranes, if the diameter of the os 
has reached six centimetres in a primigravida and five in a multi- 
para, is beneficial if there are no contra-indications. 

The contractions of the uterus favour the regular circulation of 
the blood in the liver and kidneys, which is very important. It is 
possible that the absorption of the elements of the ovum after 
rupture of the bag of membranes is less. 

Whilst recommending the application of careful operative 
delivery, | deem it necessary to note that during the last years | 
have carried out this method less frequently because my improved 
prophylactic method gives such good results; the fits stop so 
soon and the general condition of the patients improves so much, 
that if there are no prodromata of fits we can wait, and the 
delivery often finishes naturally. As a special indication for such 
deliveries is the likelihood of obtaining perfect asepsis. 


(4) Improving the condition of the vital processes. 

Try to keep the vital processes of the organism in_ better 
condition. 

(a) Heart—by administering saline solution and milk, about 
1000.0 cc, per diem. I usually introduce chloral-hydrate per 
rectum, and when the patient is conscious tea and milk by mouth. 
If the pulse-rate is 110 or higher (after numerous fits) we give 
digitalis and digalen, and when the pulse is very bad, camphor, 
caffein and other stimulants. Venesection, which liquifies the 
blood, lowers the blood-pressure and probably ameliorates the 
blood circulation in the heart, lungs and muscles, | find also useful 
for the heart. 

(b) Lungs. Careful cleansing of the mouth and nose from 
mucus and blood after a fit; treatment of asphyxia by 
administering oxygen as quickly as possible after a fit; pure air, 
removal of all hindrances to the movements of the chest; placing 
the patient in the best position for the working of the lungs and 
heart. If the case is serious I generally put the patient on her right 
side, but I change her position in order to avoid hypostatic 
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pneumonia and to secure good expansion of both lungs. This 
is especially important when many fits have occurred. 

(c) Regarding the kidneys and the skin--warm but light 
covering ; hot water bottles, but not very hot, as patients suffering 
from eclampsia are much predisposed to burning. | particularly 
recommend the hot water bottles being placed in the region of the 
kidneys and the feet. It is desirable to induce a slight perspiration, 
which shows the cessation or diminution of the spasm of the 
blood-vessels, and at the same time helps the removal of toxins. 
Zweifel’s opinion that the sweating is pernicious because it thickens 
the blood, is refuted by facts, as immediately after perspiration 
begins the patient quickly improves, and the fits appear rarely 
and only in case of violation of the before-mentioned treatment. 
Saline solution or tea should be given, as | said before. Ample 
warm clothing when conscious. Some authorities apply the saline 
solution by injecting it under the skin; | do not do this, as I 
think it is harmful. The salt is not good for patients suffering 
with their kidneys, and its subcutaneous introduction is dangerous 
from this point of view. These theoretical suppostions of mine are 
confirmed in some degree by the results in the Leipzig clinics. 
Lichtenstein, who employed such injections, warns us in his last 
article against many injections, which, he considered, caused 
evident harm. 

It seems to be different when the introduction of the saline 
solution is per rectum, but we must recognize that there is an 
essential difference between the two forms of introduction. 

Applying the prophylactic method, | administer milk with the 
saline solution, and it is introduced into the bowel from which 
the organism takes what it requires. Experience shows the complete 
harmlessness of such introduction. 

If fits do not cease in spite of the above-mentioned treatment, | 
used to recommend forced delivery, but now I have changed my 
opinion. The reason for this I will explain in a more detailed way 
further on. 

Such are the principles of my old prophylactic method which I 
still retain with some modifications. I have added to the above 
during the last eight to 12 years the following : 





(5) Venesection. 

If fits recur about three times despite the employment of the 
above-mentioned treatment, then, if the patient cannot be delivered 
during the next two to four hours, I venesect her—-400.0 cc. If the 
patient is admitted after many fits, seven or more, or if her case is 
serious, the venesection should be done at once. Zweifel, who 
recommends venesection 500.0 cc. together with my prophylactic 
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method, thinks that the venesection is the most important part of 
the treatment. This is certainly erroneous, as the prophylactic 
method gives the same result without venesection which Zweifel 
gets by applying the prophylactic method with venesection. Zweifel 
gives the mother’s mortality as 8.5 per cent., whilst in 1g08 mine 
was 6.6 per cent. Compare Leopold’s 8 per cent., Walhard’s 20 cases 
and Schnok’s 15 cases without a death. Besides, | consider such 
indiscriminate use of venesection harmful as it can be the cause of 
death. As a matter of fact, in eclampsia there is a considerable 
weakening of the patient, and the loss of 500.0 cc. of blood cannot 
be ignored, if at the delivery the woman loses more blood, as the 
total loss may cause a fatal result. Moreover, the wound from the 
opened vein can be also the cause of death. Why should we apply 
venesection in such cases when the fits cease by the application 
of my prophylactic method alone (40 per cent.), or if there are 
one or two fits which only slightly weaken the patient, as often 
happens after a considerable dose of narcotics has been given ? 

Engelmann, who had 20 per cent, mortality with venesection, 
states in his last article, though not sufficiently in detail, the cases 
of death which, from my point of view, it seems happened in 
connexion with anemia. Then it was established at the Liverpool 
Congress that the cases when venesection was applied had a large 
mortality (34.3 per cent., Lancet, August 1922). | have used 
venesection during the last 10 years only in 10 per cent. of cases, 
and my mortality is five times less than Zweifel (1.7 :8.1). | must 
add that venesection was widely applied before, but never achieved 
results anywhere approaching mine regarding the mortality. All 
this clearly proves the erroneousness of the opinion of Zweifel. 
One German author says that at the present time the amount of 
hzemorrhage at delivery of 800.0 cc. must be counted as dangerous. 
Supposing that on an average a woman loses 300.0 cc. with the 
separation of the placenta, a woman suffering with eclampsia, on 
this assumption, is placed in a dangerous condition if by vene- 
section she has already lost 500.0 cc. of blood. 

| personally have observed good results only from moderate 
venesection, which I tried in about 20 cases, together with applica- 
tion of my prophylactic method. Usually during venesection the 
patient became calmer; her face shows less suffering, and_ its 
swelling diminishes. As a rule, too, I noticed the increase in the 
amount of urine, threatening oedema of the lungs diminished or 
totally disappeared; an inclination to cerebral hemorrhage 
diminished, and the blood became more liquid and less viscous. 

This explains, on the one hand, the lowered blood-pressure with 
re-entrance of oedema-fluid into vessels, and probably also the 
removal of a certain amount of toxins, as we suppose that they are 
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mostly in the blood; on the other hand, the effect of the cessation 
of the spasms of the capillaries on the spasm of the blood-vessels 
which was revealed by direct microscopic observations of the 
flowing blood in a woman suffering with eclampsia (Hinselmann, 
Nevermann),. 

Together with my prophylactic method venesection is useful 
because it contributes to more energetic absorption of narcotics 
from the intestines. The venesection to the extent of 500.0 cc, | per- 
formed only once on a very strong woman with a very serious attack 
of eclampsia and when the prophylactic method did not succeed. 
In some cases I removed 190.0cc., 200.0 cc. and 300.0 cc. of blood 
until blood ceased to come—with great success. In 75 per cent, of 
these obstinate cases of eclampsia not one fit occurred after vene- 
section. 


(6) Narcotics. 

Another point in my improved prophylactic method is the 
more energetic use of narcotics during the first hours of treatment. 
It is particularly important to prevent the fits during the first four 

five hours; for this I introduce at the very first sign of the 
approach of prodromata of a fit, sooner than even mentioned in 
the scheme, chloral-hydrate or chloroform. 

| regret I did not determine exactly what is the average 
quantity of chloroform to administer. Generally—a small dose 
after using a large quantity of morphia and chloral-hydrate—sleep 
comes very soon. The weaker the woman’s heart is the more 
careful we must be with narcotics. In strong women I use 40.0 cc. 
during 12} hours. 


I hesitate to support now the principle of forced delivery 
mentioned in my old prophylactic method. I used quite definitely 
to state that | hardly ever had reason to follow the treatment; for 
out of more than 800 cases of eclampsia I applied it only in a very 
few. I really included it originally in my treatment, because | 
was impressed, unduly, by its employment as a routine measure by 
others. 

After Winter had recognized that the prophylactic method, 
together with blood-letting, gave better results in serious cases, 
after statements by many American doctors that there was a danger 
of shock in connexion with big operations (Cragin, Whitridge- 
Williams, Edward P. Davis, Harold C. Bailey), and after the report 
of the Liverpool Congress that results were so bad when vaginal 
and abdominal Czesarean section were performed | renounced this 
method of forced delivery. At times it seemed to me that the 
only chance for the patient was a forced delivery, but I used to 
postpone it for some time, which always led to the benefit of the 
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patient. Such good results were more frequent than when forced 
delivery was practised. We can bring in support of this 
opinion a series of considerations from the theoretical pont of view. 
From my point of view we should apply forced delivery only in 
serious cases, when all other measures have failed. What will be 
the resistance of the organism in such a condition? Certainly 
almost nil. Only patients with a strong heart and strong nervous 
system can endure abdominal or vaginal Czesarean section or other 
obstetrical operations. 

As a confirmation of this are the cases of two women suffering 
from eclampsia to whom I intended to apply the forced delivery ; 
one had 32 fits and the other 20. They each had a fresh fit on the 
operating table, with which came paralysis of the heart, before the 
operation had begun. Even such exertion as being transferred on 
to the operation table and the preparations for the operation, 
together with the effects of the fit, were sufficient to cause cessation 
of the work of these weakened hearts. After the report of the 
Liverpool Congress [ incline to the waiting method for such 
cases also. 


Here let me add a few remarks on the fundamental points of my 
improved prophylactic method. 

When a woman suffering from eclampsia is admitted it is our 
custom to give her chloroform, inject morphia, examine, and use the 
catheter. Usually we do not give a bath, but if the body is dirty the 
patient is rubbed with warm wet towels. We give an enema only if 
the rectum is loaded. We do not do this in every case for fear of 
introducing anything septic into the woman about to be delivered, 
and thus violating the aseptic condition in case of a possible 
operation. We do not wash out the stomach or the intestines. 
If we find a case suitable for operative delivery we transfer the 
patient under chloroform to the operation room, in the contrary 
case into the labour room. The room is darkened, all noise is 
eliminated, and the strictest observation of the patient is arranged 
for. We get ready all necessary medicines and instruments in 
case of a fit, and in case of necessity after a fit a rubber wedge or 
handle of a spoon, covered with towel or gauze, also oxygen, 
chloroform, etc. If prodromata of a fit appear, the patient is 
chloroformed for from five to 15 minutes; but if she is strong we 
hasten the giving of chloral-hydrate. It is important to give a 
sufficient quantity of narcotics during the first hours, then less will 
be required to be given during the following hours. 

If the fits do not appear for a long time usually all conditions 
improve : headache is less, the consciousness clears, the quantity 
of urine increases, and the blood-pressure falls. 
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Cases of eclampsia before labour tend to be less severe 
than those occurring during labour; the post-partum cases of 
eclampsia still less severe. The cases of post-partum eclampsia 
require smaller doses than above mentioned, and if the cases are 
not serious and the fits do not appear during 8—12 hours, we can 
interrupt the introduction of narcotics. If post-partum cases are 
serious, we certainly apply the most energetic treatment—the fits 
must be stopped. If we notice prodromata of a fit we chloroform 
the patient. It is only harmful to do this during a fit. As a 
rule, during a fit the patient does not breathe, and consequently the 
covering of the mouth with a chloroform mask only hinders the 
entrance into the lungs of oxygen, which is the most important 
at the moment, and she cannot be chloroformed. But as soonasthe 
fits cease we give oxygen to remove asphyxia. Only in exceptional 
cases, when the patient breathes during a fit, which occurs some- 
times at the end of a fit, can we apply chloroform. 

To prevent hypostatic pneumonia we keep turning the seriously 
ill patient from side to side, but we keep her longer on the right side 
in order to avoid pressing on the heart. The mouth must not be 
covered with bed-clothing or pillows, in order to allow the access 
of air more freely. 

Formerly dry cupping was frequently applied when the lungs 
first commenced to become oedematous ; nowadays, with the intfo- 
duction of blood-letting, its application has nearly disappeared. 
The last means was mostly applied after cessation of the fits. 

My treatment can be applied everywhere. Stempel described 
four cases of its application with full success in the house of a 
workman. 

It is hardly possible to dispute the complete rationality of the 
above-mentioned principles, as far as we can judge with our know- 
ledge of the pathogenesis of eclampsia. 

The first principle—the possible removal of all irritations—-will 
hardly be disputed by anybody. 

The second principle—-the administration of narcotics-——is 
disputed by many. On the other side, still more have accepted it 
and continue to accept it, and its usefulness is proved by a great 
number of observations which amount to more than 2,200. 

At the Liverpool Congress the unfavourable effect of morphia 
was noted, but the Committee mentioned only cases in which more 
than 0.03 gramme of morphia was given, whereas the improved 
prophylactic method administers this dose only in serious cases 
and when the patient is strong, 0.04 gramme per diem, and very 
rarely more. Probably the best means of treating eclampsia cases 
is by chloral-hydrate ; the dose, 7.0 grammes and even 9.0 grammes 
per diem, is a big one, but the patient can very well stand it, as this 








24 Journal of Obstetrics and Gynzcology 


narcotic possesses the opposite properties to the toxins of 
eclampsia. It paralyzes the central nervous system and vaso- 
motor centre, lessens the irritability and stops convulsions—so this 
narcotic is a physiological antagonist of the toxins of eclampsia. 

Chloroform acts in the same way and the combined administra- 
tion of chloroform and chloral hydrate considerably augment their 
effect according to investigations of Prof. Kravkoff in Petrograd 
and Prof. Biirgi in Switzerland. 

As to the other principles of the prophylactic method, it is 
hardly likely that any objections will be made after what I have 
already said. 


The results of the treatment. 


In 1918 I collected from the literature accessible to me 
208 cases of eclampsia treated by my prophylactic method and 
variations of that method. 

The mortality of mothers is 9.8 per cent., and of children 12 per 
cent. less than it was in the same establishments when other 
methods of treatment were applied. (See the table of results.) 

The favourable results of German, Swedish, Dutch and other 
clinics have been pointed out before. 

The results of my improved prophylactic method which until 
the year 1922 were not known out of Russia, are most interesting, 
As long as two years ago I stated that eclampsia can be absolutely 
cured, provided that the patients are not brought for treatment 
nearly dying, and until now | have not met even one case which 
would refute my thesis. In the Alexandro-Nevsky Hospital | have 
not met from August, 1910, any case of mortality from eclampsia 
with fits. There were 78 cases. In the State Institute of Obstetrics 
and Gynecology, which is well known to many English doctors 
through the International Congress in 1910 in Petrograd, we 
observed 152 cases of eclampsia from the autumn of 1914 until 
September 1922. There were four fatal cases out of this number. 
One died in November 1918,two others in March and May 19109, the 
fourth in June 1922. So in the Institute we did not get any case of 
death during four years out of 88 cases of eclampsia. Summing up 
the results from the Alexandro-Nevsky Hospital and from the 
Institute, we received 166 cases, one after another, without mortality. 
The above-mentioned four fatal cases do not refute my _ thesis 
about absolute curing of eclampsia, if the cases were not neglected. 
Everyone can satisfy himself by the following data :— 

The first fatal case (1068, November 24, 1918) was a patient who 
arrived at the Institute in a dying condition after 15 fits of 
eclampsia at her home, in a state of coma, with temperature 38.5", 
pulse-rate 85, high tension (hard), the child dead. She had no fits 
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at all in the Institute, but died suddenly, four hours after her 
arrival. Cesarean section was performed on the dead body, 
with extraction of two macerated foetuses. At the post-mortem 
were found points of fresh haemorrhage in the cerebral membranes 
and in the region of the central ganglia; the cavities of the third 
and fourth ventricles were filled with dark-coloured clots. 
Pneumonia lobularis incipiens. Hypoplasia aortee. Hypertrophia, 
myofibrosis et dilatatio ventriculorum cordis. | Hamorrhagia 
multipl. hepatis. Degeneratio renum. 

Second case (183, March 3, 1919). The patient was brought 
from the Hanen Lying-in Home to the Institute after 28 fits, nearly 
in a dying condition ; temperature 39.9’, pulse-rate 120, respiration 
30. As she had four fits in the Institute despite the treatment by 
narcotics and blood-letting, we decided to deliver her. The orifice 
was opened to the width of 15 fingers. Before the operation she 
had the 33rd fit on the operation table with heart stoppage. 
Ceesarean section was performed on the dead body. The foetus 
was dead. At the post-mortem the signs characteristic of 
eclampsia were found, besides swelling of the lungs and cerebral 
membranes. Degeneratio myocardii et renum. She had been 
only three hours in the Institute. 


Third case (337, April 18, 1919). Not very serious eclampsia ; 
four fits immediately interrupted by energetic application of the 
prophylactic method, without blood-letting. But from the second 
day her temperature rose, and she fell ill with influenzal pneumonia 
and sepsis. At that time the Spanish influenza raged in Petrograd. 
She died from these illnesses on May 4, 1919, on the 16th day 
after delivery and eclampsia. 

From that time until June, 1922, we had not any cases of death 
out of 44 cases of eclampsia during three years. 

Fourth case (1284, June 26, 1922). Arrived at the Institute after 
four fits at her home, in a condition of coma, with temperature 38”. 
Four years previously she was run over by a tram, and both her 
legs had been cut off in the lower third of thigh ; recovery was very 
difficult. Probably her heart was seriously affected, as in the 
Institute, having only five fits, she died on the following day. 
But the most important fact in this case was that we could not 
apply the described method as we had no chloral-hydrate, and we 
were obliged to replace it by hedonal. Spontaneous delivery of 
a dead premature child of 2000.0 grammes weight. On her arrival 
at the Institute the heart was not examined. Post-mortem: Signs 
of eclampsia; heart muscle had a pallid, dull appearance as if it 
had been scalded with boiling water; the heart’s cavities contained 
dark, not clotted, blood. The most probable explanation is that 
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the fatal end in this case was because of pre-existing degeneration 
and dilatation of the heart, which could not sustain nine fits. 

Thus, out of 230 cases of eclampsia in two establishments we 
had four fatal cases, i.e., 1.7 per cent. of mortality; we did not have 
one fatal case from eclampsia in applying the recommended method 
during eight years in one establishment and during 12 years in 
another establishment, except in neglected cases. The results 
regarding the mortality of children are also most favourable. For 
all cases it is 12.5 per cent., but in cases of eclampsia post-partum 
and in the third stage, when our treatment could not influence 
the children, their mortality is 5 per cent.; while in cases of 
eclampsia ante-partum and intra-partum, except in the third stage, 
the mortality is 18.4 per cent. Out of this mortality, 6.5 per cent. 
of the foetuses were dead on admission; 7.3 per cent. died during 
delivery at the Institute, and 5.5 per cent, died after being delivered. 
Many children perished during delivery, not only from the 
operations, which were performed because of eclampsia, but also 
from such as (1) perforation, (2) embryotomy on account of 
contracted pelvis, (3) high forceps with umbilical cord three times 
twisted round the neck, and so on. In the after-delivery period 
some children perished from cold (the temperature was from 2° to 
6° above freezing point in the establishment), from lues many 
abortive cases of the weight of 1,750.0 grammes, Only 5 per cent. 
can we ascribe to eclampsia and perhaps to the treatment, though 
among this 5 per cent. were some premature at 2,240.0 grammes 
and 2,600 grammes weight. 

I do not think that any other method of treatment could give 
better results for children, with the exception of abdominal 
Czesarean section. It is important to note that, despite reinforce- 
ment of the narcotic treatment, the mortality of children now 
diminishes with us. This shows that what is good for the mother 
is also beneficial for the foetus. 

As a result we achieve not only a low mortality, but also an 
extremely small number of fits; 40 per cent. of the patients had not 
a single fit from the beginning of treatment; 45 per cent. had only 
1-3 fits, and only 15 per cent. had more than three fits. The same 
results were achieved by Leopold, in Dresden, and Zweifel, in 
Leipzig. The largest number of fits out of 230 patients was 10, 
which we observed twice. Summing up the total number of fits 
observed by us from the beginning of treatment, and dividing 
this number by the number of cases of eclampsia, we find that 
the average number of fits after admission is 1.3. 

Besides we observed about 30 per cent. of cases of eclampsia in 
which there were no fits during 12 hours and more before delivery. 
Often consciousness returned, the urine improved, and the general 
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condition of the patient became so much better that we sometimes 
did not hasten the delivery. Only two patients (0.8 per cent.) had 
inflammation of the lungs; one of them, above described, died, and 
two had intoxicational psychosis (0.8 per cent.) so slight that we 
did not even transfer them to the special hospital. Both patients 
recovered. 

All this shows that my improved prophylactic method of treat- 
ment of eclampsia seems to be the most useful, and from the 
results which have been obtained it approaches to Therapia 
Sterilisans Magna. 

Yet I hope to achieve still better results, if | can apply all the 
details of the method in the most perfect way, which to my regret 
is not always possible now. 

As the mortality in all lying-in hospitals in Europe and 
America is enormous when other methods of treatment of eclampsia 
are applied and surpasses the mortality in Russia 10—25 times, 
and as the mortality in hospitals where the old prophylactic method 
is applied is considerably higher than ours, the verification of 
the improved method on the widest scale seems to be insistently 
necessary. Why allow a country to have 25 per cent. of mortality 
from the disease when it can be lowered to 1.7 per cent.? When 
some authors applying the prophylactic method do not achieve 
sufficiently good results this can be explained partly by modifica- 
tions of the method, modifications which do not improve it but 
diminish its value, partly by not carrying out all details and 
perhaps by insufficiently complete and clear expounding of the 
method by myself. It is well known that a word is a pale image 
of a thought. 

{ sent a letter to the British Medical Journal, and by it to the 
British Medical Association, London Society of Obstetrics and 
Gynecology, asking if they would not find it desirable to organize 
the experience of treatment of eclampsia by me in London on a 
wider scale than was done in Vienna and Berlin, i.e., that not only 
two or three university clinics would give me their patients, but 
many hospitals, which would give me the possibility of treating 
20-40 patients during two to four months. Then it would help 
considerably to show how far this method is effective on English 
soil, and on the other hand, the technique of the treatment could 
be demonstrated. 

Regrettably in the British Medical Journal of July 15, 1922, 
were printed only extracts from my letter; and the essential part 
of the letter—my suggestion to the British Medical Association, 
London Society of Obstetrics and Gynzecology, National League of 
Health, Maternity and Children’s Welfare, to organize the 
experience—was omitted. As in the extracts from the letter were 
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some inexactitudes, | asked the editor one more to put into the 
Journal the full contents of my letter. 

Last August [ sent the letter with the same request to the 
above-mentioned League and its President, but although two and 
a half months have elapsed I have not yet received any answer. 

Only in New York and perhaps in large American towns is it 
still possible to meet the same numbers of eclampsia with the same 
serious course of it. There, as in London, probably, it would be 
possible to organize the experience in a perfect way. The opinion 
of Ilerbert Spencer that it is difficult to carry out in London the 
first principle of the method, shows how important it is to get 
acquainted with the technique of the method. From my _ point 
of view it is quite easy. Using the car and telephone, and having 
a midwife acquainted with the method, it is possible to treat 
patients simultaneously in different hospitals, or every patient could 
be brought in a special car to any hospital. 

Such experience would have importance not only for England 
and her Colonies but for all civilized countries, so much more 
now that the improved method for the first time becomes known 
this year outside Russia. 

At the beginning of 1922 I sent a criticism about the article of 
Dr. Ruge to Prof. Bumm for the Archiv. fiir Gyndkol., with a brief 
description of this method. In June, by the wish of Dr. Kosmak, 
a detailed article about the method was sent to the American 
Journal of Obstetrics and Gynecology, and in August to the 
British Medical Journal, both in the Russian language. 

It would be very sad if the veracity of my opinion should be 
acknowledged by doctors only 15 to 25 years hence, as was the 
case with the prophylactic method. The future historian of 
Obstetrics, knowing this fact, would try to solve the question of 
how it could happen, in the age of steam-power and electricity, 
and with the general and medical press so highly developed, that 
such a condition of affairs could obtain. 
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The Sounds of the Feetal Heart. 


By G. ARBOUR STEPHENS, M.D., B.S., B.Sc. (Lond.), 


Ex-Lecturer on Biology, Swansea College; Hon, Physician, Royal 
Cambrian Institution for the Deaf. 


THe sounds of the heart are said to be due either to the contraction 
of the heart muscles, or to the swirl of the blood, or the vibration 
of the valves, 

Professor Halliburton in his ‘* Physiology ’’ states that a muscle 
when it contracts produces no sound, and a very simple experiment 
will convince anyone of the truth of such a statement. 

The swirl of the blood as set up by the feeble circulation of the 
foetus under a merely nominal blood pressure is trivial, and quite 
unable to cause a sound that can be conveyed through the amniotic 
fluid and uterine walls as well as the walls of the mother’s abdomen. 
Kqually impossible is it for one to imagine that the tiny valve can 
set up any twang or vibration in a quantity sufficient to be conveyed 
through the above distance. Yet notwithstanding such impossi- 
bilities and improbabilities, students for generations have been 
taught with all the traditional authority of the medical fathers that 
the foetal heart muscle could perform such wonders. 

Let us consider in the first place the conditions under which the 
adult heart works. 

In 1916, in the Dublin Journal of Medical Science, 1 drew 
attention to the fact that the intrapericardial pressure was negative 
to the extent of 4.cm. of water, whereby a suction action is produced 
sufficient in health to keep the heart surrounded by an equal thick- 
ness of pericardial fluid, so that whatever sounds arise in the heart 
have to pass through this fluid medium and are modified in 
consequence. 

Associated with heart failure one finds that the negative pressure 
diminishes, and as a consequence the heart is more or less inade- 
quately lubricated, and therefore hampered in its movements. With 
the diminished suction there is less outside support for the thin- 
walled auricle, and an opportunity for freer wave-action in the 
pericardial fluid which, becoming more marked, gives us what is 
called “ fibrillation.” 

A cardiogram is a tracing of the heart's movements conveyed 
through the fluid medium and represents in visible form that 
which passes along the tubes of a binaural stethoscope. 
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As the cardiogram is dependent on the condition of the fluid 
medium so also is the auscultated sound. When the pericardial 
fluid is in excess, i.e., when there is effusion, no heart sounds are 
conveyed across it notwithstanding that fluid is such an excellent 
conductor of sound. But with such an excess of fluid the cardio-« 
graphic tracing shows hardly any waves at all, so that the 
simultaneous disappearance of waves and sound suggests a close 
relationship between the two, 

The question naturally arises-—-can the sounds, nay, do they, 
arise in the pericardium ? 

An interesting experiment which seems to support this idea 
consists in placing a teaspoonful of water in a collapsed toy balloon 
and then tying the neck. When the chest piece of a stethoscope 
is applied to one end of the. slightly distended balloon, regular 
compression should be made by the forefinger at the other, If this 
is done one hears produced sounds which are identical with the 
characteristic ‘‘ bub dub”’ of the heart. 

Another experiment is to apply the stethoscope to the peri- 
cardium of a newly-killed sheep, which is grasped and squeezed by 
the hand when heart sounds are produced. 

If into a rubber finger-stall a small quantity of water be placed, 
whereby the surface area would about equal that of the foetal heart, 
and the stethoscope applied, quite a good foetal heart-sound can be 
produced sufficiently strong to be conveyed through all the tissues. 





CLINICAL REPORTS. 


On Food Deficiency Disease Simulating Pregnancy 
Toxezmia. 


By J. PReEstoN MAXWELL, M.D. (Lond.), F.R.C.S. (Eng.)., 


Professor of Obstetrics and Gynecology, Peking Union Medical 
College. 


iéMBREY! has shown that when fed on certain diets, mice show a 
tendency either to sterility, or to failure to carry to term and produce 
healthy offspring. This tendency is well marked if the diet 
contains some of the grains produced in North China, such as 
kaoliang. It is also clear that in diets which have polished rice for 
their main substance, the supply of salts and water soluble vitamin 
is deficient, whilst the protein content may also be low. 

How far this food factor works in producing illness in pregnancy 
it is very difficultto say, but there are several possibilities. First : 
it may produce sterility; second: it may contribute to the high 
abortion-rate which exists in China; and, third: there may be 
manifestations of disease in the patient herself due to the lack of 
certain kinds of food necessary for the maintenance of a healthy 
body. In Shansi, Shensi, Kansu and Manchuria there are large 
areas where osteomalacia is very prevalent. Whether or not this 
is a pure deficiency disease it is not my purpose to discuss here ; 
but there is not a shadow of a doubt that the food supplies in these 
regions are, generally speaking, on the border-line between a proper 
balance and food deficiency, and tetany is a common concomitant of 
pregnancy in osteomalacia. The case I am about to record is a 
remarkable one in that it showed the marked effects of a deficiency 
diet, and the result of prompt remedial treatment by means of 
feeding. 

Case History. 

Kuo Chao Shih. Case No. 2,247; xt. 20, a secundipara, was 
admitted to the Peking Union Medical College Hospital on May 
5th, 1922. She staggered into the consulting room, rather dazed, 
complaining that for about a week she had suffered from pain in 
the epigastrium, headache, and dimness of vision. She had general 
oedema, especially marked in the legs and face. There was a loud 
systolic murmur over the heart area, and the urine contained a trace 
of albumen. The liver was not enlarged and there was no ascites, 
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In the early part of 1921 she had an abortion, the pregnancy 
being of six weeks’ duration. She had thereafter been in fair 
health and her last monthly period had begun on Sept. 19th, 1921, 
so that she was about 33-34 weeks pregnant. 

On examination after admission the further facts made out were 
as follows :— 

(1) The uterus was only just above the umbilicus. A very 
small head could be made out in the pelvis and a small body lying 
in the L.O.A. position, 

(2) The uterus was beginning to act, definite pains occurring 
about every 4-5 minutes, the patient, who was only half conscious, 
groaning as they came on. 

(3) There was no retinitis or oedema of the disc, but there was a 
curious ill-defined ring around the disc, and the fundus was pale. 

(4) The urine contained a trace of albumen, and a very few red 
and white blood corpuscles, and there were no casts. 

(5) Gtdema was marked in the legs, which were swollen to twice 
the normal size, less marked over the back, but the face and hands 
were distinctly puffy. 

(6) The blood-pressure was normal. 

On first sight the case looked like one of pregnancy toxamia, 
but there was no evidence of nephritic toxzemia in the urine or eyes, 
and the oedema was much greater than is usually seen in eclampsia. 
The heart condition did not seem to be sufficient to account either 
for the great oedema or the drowsiness; and there was no evidence 
of any marked cardiac dilatation. On further enquiry it was found 
that the patient had had a typical attack of tetany during the 
preceding week, and that, owing to the fact that she had suffered 
from a good deal of vomiting in the early months of pregnancy and 
did not want to eat, her food for the last two to three months had 
been as follows :—One meal a day of polished rice or whole wheat 
flour with a very small portion of vegetable and a little salted 
sesamum jam. 

Acting on this lead, the knee-jerks were at once examined and 
found to be exaggerated. There was a little tenderness about the calf 
muscles, but whether anaesthesia was present over the shins or not 
was doubtful, owing to the dazed condition of the patient. 

A diagnosis of disturbance of the calcium metabolism and 
incipient beri-beri was made; and | predicted that the knee-jerks 
would disappear under treatment and not return for some time, 

The following diet was ordered :—Cod liver oil, one teaspoonful 
three times a day; milk spinach soup once a day (this consists of 
approximately two tablespoonfuls of pounded spinach to 6 ounces 
of milk); milk and eggs and soft diet. The nurse saw to it that 
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these were really taken. Full diet in addition to milk and milk 
spinach soup was given as soon as the patient began to improve. 

For the first day or two the patient was intensely uncomfortable 
owing to her stomach not having been accustomed to proper meals. 
Bromide was administered to stop the uterine contractions and it 
acted at once. 

The oedema began to decrease, and by the end of a week 
it had disappeared. In two days the knee-jerks were normal, and 
by the end of the week they were gone, and did not reappear till a 
few days before she left the hospital and were then only just distin- 
guishable. 

One of the most remarkable results of the forced feeding was 
the growth of the uterus, which began to increase at once, almost 
growing under one’s eyes, and by the middle of the ninth month 
it was more than equal in size to a normal pregnant uterus. 

The foetal heart-sounds became difficult to pick up; there seemed 
to be a large number of small parts in front, and a diagnosis of 
twins was hazarded, but the sounds of two foetal hearts were never 
detected, and the diagnosis was left undecided. 

During the last 10 days of pregnancy the legs again became 
oedematous, apparently due to the pressure of the large uterus, 
since the face remained free. Labour started on June roth, 1922, 
at 4.30a.m. At 6.10 a.m, the os was the size of a five shilling piece, 
and a moderate-sized head was presenting fairly high up. At 
ga.m. the os was fully dilated and the child had changed into a 
footling presentation, This child was born at 9.25 a.m., weighing 
1,786 grammes. A second child, also a footling, was born five 
minutes later, weighing 1,831 grammes. Both were girls and there 
was a single placenta, 

The mother made a normal recovery, and both mother and twins 
were thriving five months later. 

The heart condition seemed to be well compensated on discharge, 
but a loud systolic murmur remains over the heart area, certainly 
mitral. No special estimations were made during the first two 
days the patient was in the hospital. On May roth the non-protein 
nitrogen, urea nitrogen and creatinin in the blood were normal; 
and the same report was made on June 13th. The blood-pressure 
was normal throughout; the urine on June roth contained the 


merest trace of albumen and was quite free from albumen on 
discharge. 


The blood, save for anzemia, which improved under treatment, 
was normal. After treatment had been established the calcium 
output in the urine was the same as that of the ordinary individual 
in North China, varying from 0.01 to 0.1 gm. per diem, which is 
below the average European standard. 
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DISCUSSION. 


It has been shown that the diet on which the patient had been 
living was a very poor one. Polished rice is deficient in water 
soluble B vitamin, and ‘‘ when rice forms the principal cereal in the 
diet the protein content is low’’ (McCollum?), So that in the 
dietary consumed by this woman there was not only a lack of water 
soluble vitamin B, but also protein starvation ; which accounts both 
for the oedema and also for the manifestations of beri-beri as shown 
in the alteration of the knee-jerks and the slight tenderness of the 
calf muscles. 

Besides this the whole diet of the patient was deficient in salts 
and in fat-soluble vitamin and, as Mellanby? states, the probability 
is that the calcium and fat-soluble vitamin or a body closely resem- 
bling it have to be in proportion to one another to ensure the proper 
retention of calcium. So one has here a fourfold deficiency, that of 
protein, of water soluble vitamin B, fat-soluble A, and calcium, 
bearing out the fact that it is rare to get one of these deficiency 
diseases due to one uncomplicated cause. 

If on admission the patient had at once miscarried, probably 
the trouble would have slowly cleared up without its real nature 
being discovered. It is possible, therefore, that some of the sup- 
posed cases of pregnancy toxzemia will turn out to be of this nature 
rather than true pregnancy toxzemia. 

How far the heart condition was due to the food deficiency is 
very doubtful, and there was no history which could be elicited 
suggesting a cause for the cardiac disease, 
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Primary Carcinoma of the Vagina treated by 
Hystero-Vaginectomy. 


By Danie, DouGcar, M.C., M.D., Ch.B. (Vict.), Assistant Lecturer 
in Obstetrics and Gynecology, University of Manchester; 
Hon, Gynecological Surgeon, Northern Hospital, and Hon, 
Assistant Surgeon, St. Mary’s Hospitals, Manchester. 


THE patient was a married woman, 44 years of age, and had eight 
children, the last eight years ago, All the labours were easy. 
She had never worn a pessary. 

I saw her towards the end of March 1922, and she complained 
of bleeding on coitus for the preceding six months. For six 
weeks before [| saw her she had a constant blood-stained discharge. 
There was no pain, and her general condition was good. 

On examination, | found a friable plaque-like growth occupying 
the upper two-thirds of the posterior vaginal wall and reaching 
almost to the posterior lip of the cervix. The growth was oval in 
shape, with its long axis vertical, and appeared to be freely movable. 

| admitted her to Hospital, and performed a radical operation 
on March 28th. With the patient in the lithotomy position | 
divided the lower end of the vagina about an inch and a half 
from the vulva, and dissected up the walls from subjacent structures 
as high as the peritoneal pouches in front and behind and the base 
of the broad ligament on each side. The lower end of the separated 
vaginal walls was tightly sutured to shut off the growth effectually. 

The patient was then placed in the Trendelenberg position, the 
abdomen opened, and the uterus, appendages and separated portion 
of vagina removed, as in a Wertheim’s operation, except, of course, 
that no clamping underneath the growth was necessary. Finally, 
with the patient again in the lithotomy position, more of the lower 
end of the vagina was excised, and the remaining portion sutured 
up completely except for a small opening through which a piece 
of gauze was pushed up between the rectum and the bladder to 
control oozing from raw surfaces. 

Recovery was uneventful, and the patient went home three 
weeks after the operation. I have seen her recently, six months 
after the operation, and she is still well and free from recurrence. 

The specimen consists of the uterus, appendages and upper 
two-thirds of the vagina. The uterus and appendages are normal. 
There is a large oval growth on the vagina occupying the upper 
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Dr. Dougal’s specimen of Primary Carcinoma 
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two-thirds of the portion of posterior wall excised. The growth 
is flattened antero-posteriorly, and the vaginal surface is raw in 
appearance and friable. Microscopically, the tumour is a typical 
squamous-celled carcinoma. 

I haye seen one other case of primary carcinoma, which was 
under the care of the late Dr, W. K. Walls when I was his 
House Surgeon. She was 43 years of age, married, with three 
children, and complained of a blood-stained discharge of twelve 
months’ duration. The discharge had recently become extremely 
offensive, and severe pelvic pain had commenced three months 
previously. The growth was broad and flat and occupied the left 
lateral and posterior vaginal walls from a point one and a half 
inches within the ostium to a quarter of an inch below the cervix. 
It was adherent to the rectum and quite inoperable. 


Primary carcinoma of the vagina is of rare occurrence, statistics 
regarding incidence varying between .26% and 3% of all cancers of 
the female sexual organs. The age incidence is supposed to be 
rather later than that for malignant growths of the cervix, though 
Ascheim has reported a case in an infant of six months, The 
irritation of pessaries has been supposed to play a part in causation, 
and Meyer, Schmidt and Winckel have each described cases in 
which a pessary had given rise to a pressure-sore on which a cancer 
developed later. The favourite site is the posterior wall of the 
vagina, especially the upper third; of eighteen cases collected by 
Olshausen, 13 occurred in the posterior wall. 

Two forms of growth are described, one commencing as a 
solitary nodule, which subsequently breaks down and forms an 
ulcer, the other a diffuse infiltrating form which Schlund found 
in 20 of his 184 collected cases. 

Engelkens,! to whose exhaustive paper, recently abstracted in 
the British Medical Journal, 1 am indebted for much of my 
information on the subject, records a case of the latter kind which 
developed in an unmarried woman aged 35 in early pregnancy 
shortly after a vaginal injection of pure lysol by an abortionist. 

The prognosis of cases of primary carcinoma of the vagina is 
generally stated to be very bad as a large majority are quite 
inoperable before seeking treatment. 


1. Engelkens, Abstract B.M.J., No. 315, April Ist, 1922. 
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A Case of Primary Carcinoma of the Vagina.' 


By EarpLtey HoLLanp, M.D., B.S.(Lond.), F.R.C.P.(Lond.), 
F.R.C.S. (Eng.), 


Assistant Obstetric Physician, London Hospital. 


THE patient was aged 46, had four children, and still menstruated 
regularly ; for five months she had had an offensive, watery, blood- 
stained vaginal discharge; for the last two months there had been 
a good deal of heemorrhage, but no pain, On examination, a hard, 
circular, raised, rough, friable growth was found on the upper third 
of the posterior vaginal wall. The upper edge of the growth 
was. separated from the cervix by half an inch of healthy vaginal 
mucous membrane. The cervix looked and felt normal, the uterus 
was normal in size and position, and there was no palpable evidence 
of other pelvic disease. Rectal examination did not reveal any 
infiltration of the anterior rectal wall, which could be moved freely 
over the posterior surface of the growth, 

The operation was performed under stovaine spinal anzesthesia 
and open ether on October 20, 1922, the whole of the vagina and 
uterus, together with the pelvic cellular tissue and iliac lymphatic 
glands, being removed. The patient was first placed in the 
lithotomy position and an incision was made all round the lower 
end of the vagina, which was dissected up from its attachments, 
partly by blunt dissection and partly with scissors; no difficulty 
was experienced with this dissection, and there was remarkably 
little bleeding. There was no adhesion between the vaginal wall 
at the site of the growth and the rectum, and there was no evidence 
whatever of infiltration of the anterior rectal wall. After the vagina 
had been separated as high up as the cervix its lower end was 
inverted and sewn up. The vulva was then packed with gauze, 
the patient was placed in the Trendelenberg position, and the 
usual stages of Wertheim’s hysterectomy were proceeded with. 
The only difficulty was encountered when the upper end of the 
vagina was being separated from the bladder. At this stage it was 
apparent that the plane of separation found was different from 
that found during the separation of the vagina from below; it was 
evident that, whereas from below the separation was mesial to the 


1, Shown at the January Meeting of the Obstetrical and Gynecological Section of 
the Royal Society of Medicine. 
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vesico-vaginal fascia, in the abdominal part of the operation the 
plane of separation was outside this fascia. The correct plane was 
soon found, and there was no difficulty in completing the operation 
and removing the uterus, together with the whole of the already 
separated vagina, through the abdominal wound. After the 
peritoneum had been sewn over the pelvic floor in the usual way, 
the abdomen was closed and the patient again placed in the 
lithotomy position. Upon removal of the pack from the cavity left 
by the excision of the vagina, very free oozing was found to be 
going on from the upper end of this cavity ; this had been caused, 
no doubt, by the separation of the upper end of the vagina through 
a plane different from that used in the vaginal part of the 
operation. As control of this oozing with forceps and ligatures 
proved troublesome and lengthy, the cavity was packed with gauze 
soaked in flavine solution, and the patient was put to bed in very 
fair condition. Convalescence ran a smooth course, and was 
complicated only by suppuration in the lower part of the 
abdominal wound. Histologically the growth proved to be solid, 
trabecular, squamous and horny-celled carcinoma of the vagina. 

When the patient was seen on December 20, 1922, the vaginal 
cavity had not yet closed, but formed a narrow canal lined by 
granulation tissue ; when seen on February 14, 1923, the cavity was 
found completely cicatrized, and rectal examination revealed no 
signs of recurrence, though the prognosis cannot be regarded as 
favourable. 

Owing to the close proximity of the posterior vaginal wall to 
the rectum, and to the very small amount of intervening cellular 
tissue, it seems almost certain that in these cases permeation of the 
carcinoma cells into the anterior rectal wall must take place at a 
very early stage of the growth. The question therefore arises as 
to whether it is not advisable to remove also the lower part of the 
rectum, although the operation would then become an extremely 
severe one. 











Squamous Epithelioma of the Vagina.’ 
By Thomas G. Stevens, M.D., B.S. (Lond.), F.R.C.S. (Eng.), 


Senior Obstetric Surgeon, St. Mary’s Hospital; Surgeon, The 
Hospital for Women, Soho Square. 


THE patient the subject of this lesion was 53 years of age, and gave 
the history, on June 1, 1922, that she had had a coloured discharge 
for two months previously. The periods had almost ceased, as 
during the preceding three months there had been a small loss only 
on one day in each month. The patient had had one child and one 
miscarriage. Pain was present in. the pelvis and down the legs 
with a great sense of weight and pressure. For some years a large 
Hodge pessary had been worn for prolapse, but this had been 
discarded for more than a vear. On examination the uterus could 
be felt just above the pubes as if the fundus was enlarged, and per 
vaginam a circular flat nodular growth was found on the posterior 
vaginal wall, which was at first thought to be a downward extension 
from a cervical growth. After removal, however, this was found 
not to be the case as the cervix was separated from the growth by 
two centimetres of unaltered vaginal mucous membrane. The 
uterus was freely movable, and by rectal examination it was found 
that there was no infiltration of the bases of the broad ligaments, 
and the rectal wall apparently moved separately upon the growth 
in the vagina. It was determined to remove the growth if possible 
by the abdominal route entirely, without any preliminary vaginal 
dissection. This was suggested for two reasons, firstly because in 
a previous experience of two similar cases very great difficulties had 
been encountered in attempts at removal per vaginam, and secondly 
that in a general way the writer’s experience has been that it is 
much more easy to strip the vagina from its attachments from above 
downwards than from below upwards. The operation proved to 
have no particular difficulties; the uterus and upper two-thirds of 
the vagina with the growth were removed after first dissecting out 
the ureters. No secondary glandular deposits were found. The 
patient made an uninterrupted recovery. Eight weeks later a full 
‘carcinoma ’’ dose of X-rays was given in four sittings by Dr. 
Martin Berry, at the Hospital for Women, Soho Square, with the 


1. Shown at the January Meeting of the Obstetrical and Gynecological Section of 
the Royal Society of Medicine. 
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object of trying to prevent a recurrence. Up to the present time 
the patient remains well, is putting on weight and shows no 
evidence of a recurrence. 

The specimen removed showed the enlarged uterus containing 
one fibroid, with the os somewhat eroded as a result of infec- 
tion, but presenting no evidence whatever of a malignant growth. 
Two centimetres below the cervix the upper edge of the vaginal 
growth is seen, with quite normal vaginal mucous membrane 
between it and the cervix. The growth is roughly circular, 
measuring 5.5 centimetres in diameter, and about 1 cm. in thickness. 
The surface is nodular and ulcerated, whilst the edges are everted 
and sharply raised from the vaginal mucous membrane. Histo- 
logically the growth is a typical squamous epithelioma. 

The rarity of true epithelioma of the vagina makes every case 
worthy of record, especially as in the past this lesion has proved to 
be very difficult to treat surgically, and the results have been very 
bad. This case no doubt was a fortunate one, as the patient had 
allowed very little time to elapse since the commencement of symp- 
toms. Very few such cases would prove to be so easily removed 
as this one was, and yet surgical treatment still offers the best means 
of removal and possible cure. These growths unfortunately have 
not been easily destroyed either by radium or X-ray in the past, but 
possibly with modern intensive deep X-ray therapy they may prove 
to be more amenable to that form of treatment. When removal 
appears to be at all possible, examination showing that the rectum 
is not invaded, the author believes that the abdominal route alone 
is the best. The combination of a vaginal and abdominal operation 
takes up a great deal of the patient’s valuable time, leading to 
prolonged anzesthesia and its consequent dangers, to say nothing 
of the increased risk of implantation of cancer in the newly dissected 
paravaginal tissues when the operation is commenced from below. 
If the rectum is involved in the growth it is more than likely that 
surgical treatment would in any case be useless, because by that 
time secondary glandular involvement would also have occurred, 
In such a case as this it would seem that radium locally, and deep 
X-ray treatment in addition, may in the future offer some hope of 
amelioration of symptoms and prolongation of life, if not of an 
actual cure. 
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Adenoma of the§Vaginal Fornix simulating Cancer of 
the Cervix.’ 


By Herbert R. Spencer, M.D., B.S. (Lond.), F.R.C.P.(Lond.), 


Obstetric Physician to University College Hospital. 


E. F., AGED 54, admitted to University College Hospital on June 30, 
1920, had had two children and one miscarriage, the last pregnancy 
having occurred 27 years ago. She had been a widow for 25 years. 
She had suffered from intermittent hamorrhages from the vagina 
since September, 1919. The blood was very dark and clotted, and 
was followed by a slightly coloured discharge. Sometimes the 
patient had gone for a month without any discharge at all. 
was absent except when the clots were being passed. 
had been getting thinner during the last month. 
history of cancer or tumour in the family. 


Pain 
The patient 
There was no 
Menstruation began 
at the age of 15, had always been irregular (at intervals of four 
to six weeks), lasted three to four days and required five to six 
diapers. The menopause occurred six years ago (at the age of 48) 
and there had been no bleeding afterwards until nine. months ago. 
There was no trouble with micturition, beyond slight frequency 
in the daytime; the urine was normal, except for a deposit of 
phosphates; the bowels were confined; there was no history of 
the performance of any vaginal operation with the exception of 
forceps deliveries. 

The patient, a grey-haired, moderately nourished woman, with a 
well-marked moustache, looked unhealthy and somewhat cachectic. 
Nothing abnormal was to be felt in the abdomen. The perineum 
had been torn in one of her confinements, and stitched. There 
were some scars in the vagina extending from the perineum (and, 
after removal of the tumour, a triradiate scar was seen in the 
posterior fornix). On passing the finger into the vagina a brittle 
growth as big as a large duck’s egg was found nearly filling the 
vagina. It bled very freely, and prevented examination of the 
upper vagina. The tumour was irregular on the surface and 
exactly resembled a proliferating carcinoma of the cervix, and | 
had no doubt that it was of that nature. 


My purpose to remove the vaginal mass as a preliminary to 


1. Shown at the January meeting of the Obstetrical and Gynzecological Section of 
the Royal Society of Medicine. 
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an extended abdominal hysterectomy was easily effected by 
breaking away the growth in pieces with the fingers. Having 
done this, on passing a speculum, | was surprised to find that the 
growth, which had been completely removed by the fingers, had 
been attached to the fornix of the vagina to the left and front of 
; the cervix. The cervix itself was normal, except for two minute 
mucous polypi, which were snipped off. The raw surface where 
the tumour had been attached measured 1} in. in length and 3 in. 
at the broadest part (in front) as shown in the sketch taken at the 
time (fig. 1); it resembled a superficial tear in the vagina. The 
shallow wound was slightly infiltrated with blood; but there was 
no induration at its base or in its neighbourhood, and the uterus 
itself was normal and freely movable. As the wound oozed slightly 
a plug of iodoform gauze was applied. A piece of the growth 
was hardened and cut; the rest of the tumour was not kept. 
Although it appeared to be a benign tumour, on July 3, 90mg. 
) of radium emanation were applied to the raw surface for 25 hours. 
On July 10 the surface was only 3 in. in length, quite smooth and 
pink in colour. The patient left the Hospital on July 15, and 
was examined on August 15, when the wound had cicatrized. | 
examined the patient on April 4, 1922, and found her quite well, 
and the vagina and uterus healthy. A letter was received from 
her on December 14, 1922, stating that she remained in good 
health, nearly two and a half years after the operation. 

Microscopical examination. What appears to be the surface is 
covered with a single layer of columnar epithelium, in places 
thrown into papilla. The tumour consists of glands lined with 
a single layer of columnar epithelial cells (with large well-stained 
nuclei) set in a fibro-muscular stroma which forms well-defined 
bands and areas in some parts of the tumour, in others is so scanty 
that the glands lie closely apposed. There is slight small-cell 
infiltration of the stroma, and in parts hemorrhage has occurred, 
probably owing to the trauma of the operation. The glands are 
sometimes simple tubes, in other places are nearly filled with 
papillary projections and have a markedly convoluted appearance 
(fig. 2). There is no sign of penetration of the basement membrane, 
and the epithelium is everywhere in a single layer and of simple 
aspect. Only in the neighbourhood of the haemorrhages is the 
epithelium a little swollen, and apparently stained by imbibition 
of blood. At one part of the section a long channel is seen lined 
by columnar epithelium, and the ducts of other glands can be 
seen opening into the channel (fig. 3). The growth appears to be 
a benign adenoma. 

Remarks. The occurrence of a large pedunculated benign 
adenoma of the vaginal fornix simulating cancer of the cervix 
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must, I think, be very rare; I have not come across the record of a 
similar case. It points to the value of the removal of redundant 
growths before resorting to the extended abdominal hysterectomy. 
It is remarkable that such a large growth should have had a 
narrow band-like pedicle, and that removal of the growth with the 
fingers was sufficient to effect a cure; for I do not think the 
radium can be credited with the result. An interesting subject 
for speculation is the origin of the growth. The position suggests 
that it may have originated in an isolated portion of Gartner’s 
duct; or perhaps it may have taken its origin in the crypts which 
are sometimes found in the vaginal fornix. 

Dr. HERBERT SPENCER said that Mr. Bonney’s case which had 
been referred to by a speaker, was one of disseminated, inflamma- 
tory, sessile glandular structures, quite unlike the large peduncu- 
lated cancer-like adenoma he had shown. He agreed with the 
criticism that it was unlikely that it originated in Gartner’s duct. 

























Occlusion of the Lower Part of the Rectum due to the 
Administration of a Simple Enema during Labour. 


By Wa. FLeTcHER SHAw, M.D., Ch.B. (Vict.), 


Lecturer in Obstetrics and Gynecology, Manchester University; 
Hon. Assistant Gynecological Surgeon, Manchester Royal 
Infirmary; Hon. Assistant Surgeon for Women, St. Mary’s 
Hospitals, Manchester. 


ADMINISTRATION of enemata by nurses is such a common occurrence 
and so seldom attended by any untoward symptoms that due care 
is not always exercised and occasionally the nozzle is pushed 
through the anus with unnecessary force, even when a slight 
obstruction is encountered. This usually means only a little 
unnecessary pain to the patient, but that it may be followed by 
more serious symptoms is shown by the following case. 

Mrs. R., full-time pregnant with her first child, sent for the 
midwife, when the pains first commenced, who, after making a 
raginal examination and noting that the cervix was commencing 
to dilate, proceeded to give a simple enema. The nozzle was 


inserted through the sphincter ani but some diflculty was encoun-. 


tered before it could be pushed up to the flange, and instead of 
withdrawing the nozzle and applying more lubricant the nurse 
pushed it in by main force thereby producing a considerable amount 
of pain. She then proceeded to give the enema and during the 
injection the patient complained of still greater pain in the rectum 
and very soon afterwards in the perineum, and the nurse noticed 
that the vulva and perineum were considerably swollen, 

During the remainder of that night and all the next day the 
patient had labour pains, but her chief pain was about the vulva 
and perineum, and as the swelling became greater and greater and 
there was a rise of temperature the midwife sent for a doctor during 
the next evening. 

When the doctor arrived he found the vulva so swollen that it 
was impossible to make a vaginal examination, so he sent her into 
St. Mary’s Hospital. Here she was seen by the Resident Obstetric 
Surgeon, and so swollen and red were the vulva and perineum by 
this time that he thought she was suffering from erysipelas and 
tried to get her into the fever hospital, 
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There was some difficulty about this because they had no 
facilities for labour cases in this hospital, so she was taken into a 
side room at St. Mary’s Hospital and delivered under an anesthetic, 
during which the perineum was partially torn, and was then sent 
to the fever hospital. Here she remained for a few days with a 
high temperature, but when this subsided she took her own 
discharge. 

I was asked to see her three weeks later at her own home. She 
then had no temperature and her general condition was fairly good. 
The sphincter ani was intact but there was a large sinus, which 
easily admitted one finger, opening on to the skin behind and to 
the right of the sphincter ani and extending into the rectum above 
the sphincter ani. The recto-vaginal wall had entirely disappeared 
and three fingers could easily be pushed through from one passage 
to the other. 

The doctor told me that a little while before 1 saw her a large 
portion of the rectal mucosa had come away in one big slough. 
There was nothing to be done in the meantime except to keep the 
parts clean, but a month later | was asked to see her again as she 
was having much discomfort from the passage of faeces through 
this sinus and over this raw area. I then admitted her to St. Mary’s 
Hospital and examined her in consultation with Mr, Morley. 

We both came to the conclusion that the only method of giving 
her any relief was to do a colotomy, and this was duly carried out. 

I saw her again 18 months later. She was passing her motions 
through the colotomy opening and was keeping herself quite 
comfortable, and no motion was passed by the rectum, the lower 
portion of which was completely occluded and represented merely 
by a fibrous band. 

The uterus and appendages seemed quite normal and menstrua- 
tion was occurring regularly and of average amount. 

The only explanation I can make in this case is that in pushing 
the nozzle into the rectum the end was forced through the mucous 
membrane and part of the injection forced into the cellular tissue 
round the rectum. This would account for the early swelling on 
the perineum, and as organisms found their way into the cellular 
tissue the condition was followed by greater swelling, pain, redness 
and temperature, and relief was chiefly obtained when the sinuses 
were produced from the perineum into the vagina. This was 
accompanied by sloughing of the whole of the lower part of the 
rectal mucosa with subsequent cicatrisation. 

This patient is now condemned to a permanent colotomy. 
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A Case of Abdominal Pregnancy. 
By A. E. Pinnicrer, O.B.E., M.B., B.S. (Lond.), Ladysmith, Natal. 


A NATIVE brought his wife to see me on June 22, 1922, and stated 
that she had been expecting a child for 14 months, but it had 
not arrived. 

On examination, there was a large, hard, irregular tumour 
in the abdomen, and there were no signs of pregnancy. The 
patient stated that she had not seen any periods for nine months, 
and that foetal movements had been felt up to five months 
previously ; that there had since been four regular monthly periods, 
and that she had three children. 

I sent the patient into Hospital, and operated on June 24. 
The tumour was an abdominal pregnancy. The uterus was firmly 
adherent to the sac in front, and coils of intestine to it behind. 
I could not find any trace of the left tube or ovary. I removed 
the child, which was somewhat macerated, but could not separate 
the placenta, which was firmly adherent to the sac-wall. In order 
to free the sac from its upper and posterior parts I had to perform 
a supravaginal hysterectomy, and separate the coils of intestines. 
As much as possible of the sac, including practically afl the 
placenta, was cut off, and the margin stitched to the edges of the 
wound. The cavity was packed and washed out daily. 

The patient made an uninterrupted recovery, and left the 
Hospital on July 28 with quite a small sinus. 











BOOK REVIEWS. 


“The Physiology of Reproduction.” By F. A. H. Marsnatr, Sc.D., F.R.S., Fellow 
of Christ’s College, Cambridge, Reader in Agricultural Physiology, University 
of Cambridge. With Contributions by Witt1am Cramer, Ph.D., D.Sc., James 
LocuHeaD, M.A., M.D., and CressweLtt SHearer, M.D., Se.D., F.R.S. Second 
and Revised Edition. London: Longmans, Green & Co., 1922. 36/- nett. 


Tue first edition of this book appeared over ten years ago, and has been out 
of print for some time, and therefore we offer a very hearty welcome to a new 
edition of the best and most accessible English work on the physiological processes 
of reproduction. 

As in the previous edition, the author’s opening remarks are :— 

“Since the time when physiology first became an organized science many 
volumes have been written on the digestive, excretory, nervous and other 
systems, but until recently no attmpt has been made to supply those interested 
in the reproductive processes with a comprehensive treatise dealing with 
this branch of knowledge. Indeed, in many text-books on physiology now 
commonly in use either the section devoted to the reproductive organs is 
restricted to a few final pages, seldom free from error, or else the subject 
is entirely omitted. Yet generative physiology forms the basis of gynecological 
science, and must ever bear a close relation to the study of animal breeding.” 

The justification for this statement will scarcely be doubted, though some 
text-books which have recently appeared, notably Luciani’s “ Human Physiology ” 
(English translation by Pembrey), show some effort on the part of the physiologists 
to remove this stigma from their otherwise blameless characters. 

The problems of reproduction must be studied comparatively from the biological 
aspect, and unfortunately the clinician can rarely lay claim to much first-hand 
knowledge of biology, greatly as it would add to the value of his teaching, and 
perforce must depend on reference to some such work as this. The attempt will, 
therefore, be made to look at this book from the standpoint of obstetrics and 
gynecology to see how far it meets the requirements of those engaged in the 
teaching and practice of the subject. 

Dr. Marshall gives a broad view of animal reproduction, of special value to 
those whose vision is almost wholly limited to the human species, if for no other 
reason than that the natural tendency to explain their problems on what they 
can themselves see may be modified by the wider outlook of comparative 
physiology. He begins with the breeding season and its periodicity throughout 
the animal kingdom, and passes on to the oestrous cycle in the mammalia and 
the changes that occur during it in the non-pregnant uterus, and shows the 
essential similarity between the menstrual cycle in the primates and the cestrous 
cycle in the lower mammalia. Oogenesis, ovulation, the formation of the corpus 
luteum and spermatogenesis, are followed by chapters on insemination and fertiliza- 
tion, and the biochemistry and internal secretory function of the sexual organs. 

One of the biggest and most interesting chapters is that on Foetal Nutrition 
and the Physiology of the Placenta, which, the preface tells us was, written by 
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Dr. Lochhead. In discussing the nature of trophoblastic activity this writer takes 
a vitalistic view of the work of the syncytium in early pregnancy, and speaks of it 
as being more concerned with the quality than the quantity of material transferred 
to the new organism, and sparing the embryonic cells much of the work of 
elaborating food material so as to conserve their energy for multiplication and 
differentiation. With the differentiation of the organs and tissues of the embryo 
this function of the syncytium is no longer required as the anabolic power of the 
specialized cells is able to undertake the synthesis of the type of protoplasm they 
require. Thus the trophoblast regresses as the differentiation of the embryonic 
tissues progresses and the requirements of the foetus increase, till it appears to act 
rather as a semi-permeable membrane, having lost all, or nearly all, its physiological 
activity. Similar instances in the biochemistry of the fceetal nutrition are given 
of the trophoblast undertaking functions afterwards taken on by the foetus, such as 
the storage of glycogen, possibly also of fat, till this duty can be transferred to 
the foetal liver and tissues. The trophoblast fulfills these functions in the early 
developmental stage; later the specialization of the embryonic tissues allows of their 
undertaking their own metabolism, until finally, some weeks before term, a stage 
is reached when it is possible for the fcetus, if born prematurely, to exist 
independent of trophoblast and mother. 

The changes in the maternal metabolism during pregnancy are fully discuseed 
in the light of modern biochemical research; the variations in the nitrogen 
retention of pregnancy are noticed, particularly the paradox that the mother adds 
most to her own store of nitrogen when the requirements of the foetus are highest. 
This store of nitrogenous material Marshall considers as a preparation for the 
period of lactation. Emphasis is laid on Cramer’s work showing that the retention of 
nitrogen is associated with the functional activity of the lymphoid tissue; with its 
atrophy, nitrogen is lost and emaciation occurs; with its increased activity, 
increased nitrogen retention occurs. Further, an abundant supply of the water- 
soluble vitamin B, which stimulates functional activity of the lymphoid tissues, 
is important in securing a gain in weight of the maternal organism. Possibly the 
inadequate supply of these vitamins in restricted experimental diets, may explain 
some of the contradictory results that have been obtained in pregnant animals. 
The necessity for an abundant supply of carbohydrates and the possible part played 
by carbohydrate starvation in the causation of pernicious vomiting are discussed, 
and the final conclusion as to the dietary conditions which should be observed during 
pregnancy are summarized as, firstly, an abundant supply of carbohydrates; 
secondly, of calcium; and, thirdly, of vitamins. 

The innervation of the female generative organs, parturition, the puerperium 
and lactation are followed by a chapter on fertility, in which there is a short 
discussion on abortion in animals, particularly contagious abortion, and the atrophy 
of foetuses in utero, to which Professor Robinson, of Edinburgh, drew attention 
in a recent Struthers lecture. 

In the last two chapters, the factors determining sex and the phases in the 
life of the individual are considered. In the last chapter the author appears to 
exceed the ordinary limits of the reproductive cycle—from one generation to the 
maturity of the next—for he includes in his survey senescence, the duration of life 
and the cause of death. 

The author and his collaborators have given a most useful survey of the 
processes of reproduction, and we would draw the attention, especially of those 
engaged in teaching, to the valuable store of scientific information this book 
contains. From the standpoint from which we started to judge this work the one 
criticism we would make is that the writer, probably because he hag never 
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been through the mill of the complete medical curriculum, and the obstetric mill in 
particular, does not fully appreciate the needs of those engaged in clinical work. 
for example, parturition in the human female is dismissed in barely three pages, 
mainly abstracted from standard works on midwifery, together with a further 
couple of pages on the nervous mechanism, based on 25-year-old observations of 
Routh. Neither the physiology of labour in other mammalia nor the physiology 
of the human and mammalian puerperium are adequately discussed, and those who 
seek information on such points of clinical importance as the factors inhibiting 
uterine action and how normal parturition may be maintained will be sadly 
disappointed. Physiology has enormously increased in importance with the growth 
of the preventive attitude of mind in medicine, and what the clinician particularly 
asks from the physiologist is an account of normal functioning, the factors 
interfering with it and the signs of its becoming abnormal. So much of the 
disability of women arises from injury and infection during labour, and so much of 
the fetal mortality, as Holland has shown, arises from intranatal causes that a 
very full consideration of the physiology of parturition would be a_ valuable 
contribution to the prevention of maternal and foetal mortality and disability. 
The book is written for other than those engaged in the practice of obstetrics and 
gynecology, but if labour and lying-in could have, in a future edition, attention 
equivalent to that given to pregnancy, it would enormously enhance the value of 
this excellent work to those who worship at the shrine of Lucina,—‘“ Divinest 
patroness and midwife gentle to those that cry by night.” 
JOHN FAIRBAIRN. 


“STERILITY IN WOMAN.” 
“Sterility in Woman ; its causes and treatment.” By Roserr A. Gippons, M.D., etc. 
With 44 illustrations. 244 pp. London: J. & A. Churchill, 1923. Price, 
12/6 net. 
Dr. Gissons has already, by his previous writings, established a claim to be 
regarded as an authority on the subject of sterility; and the present work will 
enhance his reputation. It is written in clear and well-chosen language; and 
should appeal especially to the general practitioner who requires help and useful 
suggestions in dealing with cases of sterility that come under his notice. 

The arrangement of the work is simple, as it is divided into six chapters. The 
first deals with sterility and the State. It begins with definition and classification. 
The author defines sterility as “the inability of a woman to bring forth living 
children.” We do not regard this as being a satisfactory or an accurate definition ; 
it implies that a woman who has had half-a-dozen still-born children is sterile. 
It appears to us that the truer definition of sterility is “failure to conceive ” on the 
part of a woman who has had sufficient opportunity therefor. 

The classification of the causes of sterility is also unsatisfactory. The sub- 
headings under “ Structural Causes ” are these : (a) Conditions which cause physical 
obstruction to the sexual act. (b) Congenital conditions. (¢) Acquired conditions. 
(d) Affections of the uterus and appendages. It is clear that all causative 
conditions must be either congenital or acquired. Under ‘“ Functional Causes ” we 
find Dysmenorrhoea, which cannot be regarded as a cause of sterility; it is, like 
sterility itself, a result of certain conditions. These defects are, however, academic ; 
they do not really impair the practical value of the book, except in so far as a 
systematic investigation of causation may be necessary, in a given case, for 
successful treatment, 
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The section on Sterility and the State is one of the best in the book. The author 
advocates several measures which are perhaps in advance of the times; for example, 
notification of venereal disease; the production of a certificate of health as a 
necessary preliminary to marriage; and the sterilization of those who are physically 
or mentally unfit to beget healthy children. We are glad to see that Dr. Gibbons 
utters a solemn and weighty protest against the prevalent indiscriminate practice 
of birth-control; he points out that ‘‘ by the widespread adoption of contraceptives 
which, from a physiological point of view, cannot be approved .... our country 
is faced in the future with the problem of race suicide.” 

Chapter 2 is a clear exposition of the anatomy of the pelvic organs and the 
physiology of conception, and contains also a summary of the causes of male sterility. 

Chapter 8 deals with the structural causes of sterility, and Chapter 4 with 
functional and constitutional causes. In discussing the relation of fibroids to 
sterility the author draws attention to an important point, namely, the frequent 
association of uterine fibroids with tubal inflammation. We have long held the 
view that uterine fibroids are the result of failure to conceive, and not the cause; 
and it is probable that in many cases the sequence of events is (1) tubal inflammation, 
(2) sterility for many years, (3) development of fibroid tumours. 

Chapter 4 treats of functional sterility; and among other useful information 
there is a good summary of recent work on the effects of diet, and of Arthur 
Robinson’s valuable investigations on pre-natal death. Such slender information as 
we possess on derangement of endocritic organs is also included. 

Chapter 5 is on medical treatment. It contains a section on “ Induced Sterility,” 
in which the author gives a thoughtful and impartial account of the effects of 
purposeful interference with the normal marriage function. Dr. Gibbons writes 
both as a man of the world and also as a man with a wide medical experience on 
these matters; and therefore great weight must be attached to his considered 
opinion on two points that are widely discussed to-day, even in lay papers. We 
give the two sentences in full:—‘“It is also only fair to point out that if 
certain precautions are taken sterility may be the result in the end, and when, 
after some years of married life, a child may be longed for by both husband and 
wife, bitter experience proves that children cannot be produced whenever desired. 
It is also important the husband should know that whatever interferes with 
normal sexual intercourse, preventing physiological consummation on the part of the 
wife, always in the long run endangers her health.’ The practitioner will find 
many useful suggestions in this chapter. 

The last chapter is devoted to operative treatment. Most of it is very sound. 
We are disposed to take exception to the recommendation of Pozzi’s operation 
for “ pin-hole” os; the result resembles too closely the effect of a bilateral tear 
of the cervix. A thorough dilation nearly always answers the purpose; and if 
some form of plastic operation is required Dudley’s method is better. 


Conservative procedures on the tubes are fully described. F 


For fibroid tumours of the uterus the author leaves the impression that 
conservative myomectomy has a very restricted field. He says (p. 212): “It can 
only be contemplated and undertaken in the case of comparatively small tumours.” 
In our experience between 50 and 60 per cent. of cases of fibroids requiring 
surgical treatment in women under 30 can be treated by myomectomy ; the size of 
the tumours is not necessarily prohibitive, even when they are large. Caesarean 
section comes in rather quaintly among operations for the cure of sterility. 


We can heartily recommend this useful and well-written book. A.E.G, 
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“Charles White, of Manchester (1728—-1813), and the Arrest of Puerperal Fever.” 
By J. Georce Apami, C.B.E., M.D., F.R.S., Vice-Chancellor of Liverpool. 
The University Press, Liverpool, and Messrs. Hodder and Stoughton, Ltd., 
London, 1922. 5/- net. 

Tuts book consists of two parts. The first part, of some 46 pages, is the first 

Lloyd Roberts Lecture delivered at Manchester Royal Infirmary by the author. 

The second part consists of Charles White’s writings upon puerperal fever which 

were published in 1773. 

Part one. In his lecture the author endeavours to show that Charles White, 
the friend and fellow student of John Hunter, who was the creator of the Royal 
Infirmary of Manchester in the year 1752, was one of the greatest obstetricians 
of all time, particularly because of his pioneer work on the nature and prevention 
of “puerperal fever.” After a brief introductory chapter, and a chapter on 
“Charles White, the Pioneer,’ critical references are made to the late Sir William 
Sinclair’s work on the “ Life and Doctrine of Semmelweis.” Sir William Sinclair 
published a complete life of Semmelweis in 1909 in order that he might establish 
among English-speaking people a due recognition of the work of Semmelweis as a 
pioneer in establishing the true nature of puerperal fever and the right means of a 
prophylaxis, and claiming that it was he who discovered one of the two most 
important discoveries for the human race. The whole volume is an eulogy of the 
work of Semmelweis, and almost ignores the previous work of Charles White 
and other British obstetricians. It is, as he says, in order to correct a false 
impression produced, and in order to give honour where honour is due, that 
Dr. Adami set about writing this lecture. 

The criticisms on Sinclair’s work seem just; it is expressly stated that there 
is no desire to attack Sinclair, but it is difficult to see why Sinclair should 
have wished to ignore the work of earlier English obstetricians, and particularly 
that of the founder of his own School at Manchester. 

The chief points in the teaching of White and of Semmelweis may be tabulated 
for comparison, White’s teaching (A.D. 1773) laid stress in particular on the part 
played by retained lochia in producing puerperal sepsis. In his opinion the 
primary causes of the appearance of puerperal fever were foul air and surroundings, 
filthy bedding as well as the retention of the lochia and excreta. To use his own 
words, “the danger does not arise from the smallness or quality of the discharge, 
but from its stagnation whereby it becomes putrid, and in this state. is absorbed 
into the circulation.” Throughout his teaching he advocates cleanliness of the air 
and surroundings and bedding of the parturient woman, and free drainage of the 
lochia by adopting the sitting posture soon after delivery and getting the woman 
out of bed after 24 hours 

Semmelweis was Professor of Midwifery in Vienna in 1848, more than 70 years 
after White. His teaching states that puerperal fever is not a contagious disease, 
but is conveyable from a sick to a sound puerpera by means of “ decomposed 
animal organic material.” What exactly he meant by this it is difficult to see, 
but he states that decomposed animal organic material is everything that can 
be rendered unnclean by such material and then come into contact with the 
genitals of the patient. He further states that there are no epidemic influences 
capable of producing puerperal fever, that puerperal fever is not contagious, but 
that puerperal fever is “conveyable,” but only from those infected women who 
produce decomposed material. 

Judging the lecture in the light of our present-day knowledge, Dr. Adami 
certainly makes his point that Charles White was a pioneer in advocating 
cleanliness of the air, the surroundings and bedding of the patient and the postural 
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treatment of the patient, aiming at free drainage of the uterus. For all this 
honour is due to him. Semmelweis, 70 years later, carried this knowledge a step 
further by insisting on the necessity of cleanliness of the hands of the accoucheur 
or midwife by washing them and immersing them in chlorine water. ‘This cleansing 
of the hands and arms was undoubtedly a very important advance in the methods 
of preventing puerperal fever, and for this Semmelweis should undoubtedly receive 
the credit as it is not mentioned in White’s writings. 

The second part of the book, the writings of Charles White, substantiates 
Dr. Adami’s claim for him. It is interesting to note that White was famous as 
a surgeon as well as an obstetrician; it was he who first excised the head of the 
humerus. GorDon LUKER. 


‘““A Short History of the St. Mary’s Hospitals, Manchester.’ By JoHN WEBSTER 
Brive, M.D. Sherratt and Hughes, Manchester. 6s. 

Tue St. Mary’s Hospitals in Manchester arose from the union of what was formerly 

known as the St. Mary’s Hospital (which dates from about the beginning of the last 

century) with the Manchester Southern Hospital, founded in the year 1866. 

The two institutions have thus coincided with the whole period of the rise of the 
Manchester Medical School, and the energy which has characterized that School in 
many directions has been particularly conspicuous in the department of gynaecology. 
It is therefore very fitting that a permanent record of the present institution 
should be provided by one of the junior members of the staff, and this little book, 
with its compressed pages, will bring back to the minds of many old associations 
which it is well that they should not forget. 

Dr. Bride has done his work well and honestly ; if we had any criticism to offer 
it would be that the part played in the development of the institution by the old 
Southern Hospital is somewhat scantily dealt with, and among the names of those 
who have gone to the building up of the present institution one or two omissions 
may be noted. WILLIAM THORBURN, 


““ Diseases of Women.’’ By Harry SturGEON Crossen, M.D., F.A.C.S., Clinical 
Professor of Gynaecology, Washington University Medical School, and Gynz- 
cologist-in-Chief to the Barnes Hospital and the Washington University 
Dispensary. 5th Edition. 1,005 pp., and 934 illustrations. Price, 50/- net. 

The fact that a fifth edition of this book has been prepared, is eloquent testimony 

of its success and popularity as a complete treatise on the subject of gynzcology. 

It has been entirely re-set and extensively revised and brought up to date. - 

The general character of the book has not been altered, the chapters dealing with 

diagnosis being maintained in their fullest extent, and whilst treatment is exhaustively 

dealt with, details of operative technique are not given. These are dealt with in 
another work by the author. Much new material has been added, particularly in 
connexion with X-ray and radium treatment of malignant disease, uterine fibroids 
and other pelvic lesions. The author very properly insists that curettage should 
be performed in all doubtful cases, to exclude carcinoma, before resorting to radiation, 
but we should have liked to see more detailed suggestions as to cases unsuitable 
for radiation treatment. Other subjects which have been fully considered in the 
light of modern advances are the distinction between physiological and pathological 
changes in the endometrium, the pathology of subinvolution and its relationship to 
chronic metritis, the nature and distribution of adenomyomata, and the réle of 
ovarian endometrial cysts in pelvic pathology. The chapters on these subjects fairly 
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represent the state of our knowledge of them at the moment, but it is as well to 
remember that the last word on these lesions has by no means been spoken, and that 
some of the views expressed may have to be modified later. The chapters on endocrine 
pathology are excellent reading, and present the subject in a fair and unbiassed 
manner, and evidently whilst looking for improvements in endocrine therapy in 
gynecology in the future, recognizing that at the moment results from the use 
of the preparations now at our command are disappointing. The illustrations 
throughout are beautifully done, and are wisely chosen with a view to depicting 
what has been described, FLW. SS: 


“The Anatomy of the Female Pelvis.’””. F. A. Macuire, D.S.O., M.B., Ch.M. (Syd.), 
F.R.C.S. (Eng.). Angus and Robertson, Sydney. 114 pages; 4 illustrations, 
Tus little book is based on lectures and demonstrations given to third year medical 
students in Anatomy and to fourth and fifth year students in Gynzecology. The 
author has very successfully collected under one head the anatomical knowledge 
required of a student when he approaches the practical side of his work in 
gynecology. The general plan followed has been to build up the structures on the 
bony walls and thus give the student the relation of the soft parts to the bony 
landmarks. The sections on Applied Anatomy and Physical Examination should 

prove most useful, 

The subject matter is very clearly described, and there is quite sufficient, but 
not too much, to give the student a very real impression of the anatomy of the 
female pelvis, so important to him both when studying and for his clinical and 
operative work when he is practising his profession. 

In most text-books of gynaecology for students considerable space is taken up 
with a description of the anatomy of the female pelvis and the routine methods of 
examination, which space could far better be spared for a more thorough exposition 
of the pathology of the diseases of the genital tract. 

This work can be strongly recommended to obstetric tutors and students, and 
if every student possessed a copy, which he should, there would be no need to 
overload the text-books with the subjects with which it deals, and this would be 
all for his benefit. 


“An Index of Prognosis and End-results of Treatment.” By Various Writers. 
Edited by A, Rennie Suort, M.D., B.S,. B.Sc., F.R.C.S. Third edition. 
Bristol: John Wright & Sons, Ltd. Price 40/- nett. 

Tue end-results of treatment of 260 diseases are discussed fully and fairly, and the 

published figures of several authorities compared. Sixteen gynecological and 

obstetrical conditions are dealt with, comprising about 6 per cent. of the book. 

Many of the sections dealing with these subjects have been practically re-written, 

and embody the latest published results. For instance, the section on Czesarean 

Section gives an analysis of 4,000 cases of this operation performed during the decade 

1911—1921. No reference is made to the end-results of perinworrhaphy and other 

y plastic operations on the vagina. The effects of a subsequent pregnancy on this 
class of operation is one of the most common questions the gynecologist has to 
answer, and we trust that in the next edition this rather striking omission 
will be rectified. 

The book is well got up, and the type clear. It should be on every practitioner's 
consulting room table. ‘The more one uses it the more one feels the need of it. 


L. R. 
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“Electric Ionization.” By A. R. Friet, M.A., M.D., F.R.C.S.I. Bristol: John 
Wright & Sons, Ltd. Second edition, 1922. pp. 182. 8/- nett. 
AppITIONAL contributions to this second edition of Dr, Friel’s useful book are 
those of Mr. Sturridge on Pyorrhea, Dr. Bouchet on Endometritis, and Dr. 
Salisbury Sharpe and Dr. Jobson on Otorrhea. The first third of the book is 
devoted to an exposition of the electrical principles and the general technique of 
ionization, Many experiments of Leduc and others being given in detail, with 
illustrations. The author might consider in any future edition whether the second 
and third chapters might not be transposed with benefit to the continuity of the 
presentation, the ‘‘ equipment” and general arrangements of the room, etc., in 
Chapter 2, leading on naturally to the “details of treatment’” in Chapter 4. 
Also Chapter 6, by Dr. Bouchet (Paris), dealing with Endometritis, might well 
precede Chapter 9, which commences with the ionization treatment of Vaginitis, etc., 
as introduced by Dr. Sloan and Dr. Margaret Cleaves. The necessary gynecological 
technique is very clearly described by Dr, Bouchet, and his three illustrative cases 
support his plea that “ zinc ionization appears in theory and in practice to be 
the ideal treatment of endometritis.” The author’s own chief contributions are 
to be found in the chapter on Chronic Otorrhoea, and in the section relating to 
affections of the nasal sinuses. J. H. Dovcitas WesstTeEr. 
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THIS Review will contain the lists of contents, and abstracts of the more 
important articles, from the following journals, with which the ‘ Journal 
of Obstetrics and Gynzecology of the British Empire ’’ exchanges :— 

British.—Lancet, British Medical Journal. 

American.—American Journal of Obstetrics and Gynzecology ; Surgery, 
Gynzecology and Obstetrics. . 

French._la Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Italian.—Annali di ostetricia e Ginecologia. 

German.—Archiv fiir Gynakologie; Monatsschrift fir Geburtshiilfe 
und Gyniakologie; Zeitschrift fiir Geburtshiilfe und Gynikologie ; 
Zentralblatt fiir Gynakologie; Muenchener medizinische Wochen- 
schrift. 

It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 

London: W. E. CROWTHER, JANE FILSHILL, F. E. TAYLOR, F.R.C.S. 

Birmingham : HitpA N. SHUFFLEBOTHAM, F.R.C.S. 

Manchester: F. H. Lacky, M.D. 

Sheffield: W. W. KING, F.R.CS. 

Edinburgh : P. A. BENNETT CLARK, F.R.C.S.; W. F. THEODORE HAULTAIN, 
ER.CS. 

Glasgow: JAMES HENDRY, M.D. 

Amsterdam : J, A. WIJSENBEEK, M.D. 


American Journal of Obstetrics. 
Vol. iv, No. 4, October, 1922. 
2 The uterus after Caesarean section. Davis. 
The extent of the renal lesions in toxamia of pregnancy. SPALDING, 
SHEVKY and ADDIs. 
*Retroversions of the uterus following delivery. LyYNcH. 
“Clinical and embryological report of an extremely early tubal pregnancy ; 
together with a study of decidual reaction, intrauterine and ectopic. 
DORLAND. 
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*Observations upon the pathology and treatment of hydatidiform mole. 
SCHUMANN, 

Prolapse of the female urethra and eversion of the external urethral orifice. 
SMITH. 

*Clinical aspects of uterus didelphys. MILLER. 

Degeneration of conserved ovaries after hysterectomy in the rat; an experi- 
mental study. Kross. 

The influence of the placenta on the mammary gland. STIMSON. 

REVIEWS AND ABSTRACTS. cemmnes 
Selected abstracts.—Toxezemia of pregnancy. 


Retroverston of the uterus following delivery. In this very interesting, if 
somewhat statistical, paper on puerperal retroversion, Lynch shows that 
uterine displacement was found in about 4o per cent. of his patients, but in 
many it did not occur until four months or more after delivery. The retro- 
version was the apparent cause of symptoms in one-third of the patients in 
whom a malposition was discovered, and sixty-eight per cent. of these were 
cured by pessaries. Retroversion appears to have been much less common 
in the author’s private patients than in those attended in hospital, a cireum- 
stance which seems to him to indicate that laborious work is an etiological 
factor in its production. 


Clinical and embryological report of an extremely early tubal pregnancy 
together with a study of decidual reaction; intrauterine and ectopic This 
article is a continuation of a paper published in September, 1922, and 
abstracted in the December issue of this Journal. In it Dorland has clas- 
sified the various published contributions on the decidual phenomena of 
pregnancy, but he is unable to arrive at any definite conclusions. 


Observations upon the pathology and treatment of hydatidiform mole. ‘The 
author reports three cases of vesicular mole with one death. He does not 
approve of vaginal evacuation and advocates abdominal hysterectomy. ‘The 
mole can then be inspected in situ and if no ‘ little haemorrhagic areas ”’ 
are seen in the uterine muscularis, which signify invasion of the uterine 
wall, the mass is shelled out and the uterine wound closed. If, however, he 
considers that uterine invasion has taken place he performs a supravaginal 
(sic) hysterectomy. 


The clinical aspects of uterus didelphys. Miller has collected fifty-four 
cases of uterus didelphys, and finds that, while this abnormality does not 
tend to prevent pregnancy, there is an increased liability to abortion. 
Labour may be rendered difficult from obstruction due to the non-gravid 
horn or from a vaginal septum; post-partum haemorrhage seems to occur a 
little more frequently than in normal uteri. Unilateral haematometra was 
described in eight out of the fifty-four cases, and the author himself reports 
one with this complication. 


Vol. iv, No. 5, November, 1922. 
*The life-history of ovarian heematomas (hemorrhagic cysts) of endometrial 
(Miillerian) type. Sampson. 
Some phases of bovine genital infections of possible interest to the medical 
profession. W. Ll. WILLIAMS. 











*The treatment of puerperal sepsis by the use of mercurochrome intra- 


Pre-cancerous conditions of the cervix uteri. HUGGINS, 


Selected abstracts—Pain relief in labour. 


(Mullerian) type. Whatever may be written in the future in regard to the 
pathology of adenomyomata, Sampson’s views as set out in this very able 
article will have to be considered. No abstract can do it justice, but a 
resumé of the more essential points may serve to make the essay more 
widely known. 


ovarian haematomas containing tissue of endometrial type in addition to 
those previously reported by him. Detailed reports of twenty of these are 
given together with drawings and photomicrographs. The chief interest of 
the paper lies in his theory as to the origin of ovarian and_ peritoneal 
endometrial grafts. He believes that the epithelium primarily giving rise 
to these implantations is derived from (or through) the fimbriated ends of 
the Fallopian tubes. It lodges either upon the surface of the ovaries or 
upon the peritoneal surface of other pelvic structures and there develops 
into glands or tubules of Miillerian type. 


spread and become invasive. Those upon the ovary invade the tissue of 
that organ, and, as a result of their reaction to menstruation, develop into 
superficial or deep hematomas of endometrial formation which usually 
perforate into the peritoneal cavity. The escaping material may carry with 
it epithelial cells cast off from its lining by menstruation, forming secondary 
implantations which may be more invasive and have a wider distribution 
than the original grafts. The ovary may, therefore, be looked upon as a 
frequent, though not essential, intermediary host in the development of 
implantation Miillerian adenomata. 


rather than his original name of 
believes that in some instances the epithelial lining may be derived from 
the uterine, and in others from the tubal, mucosa. The histological struc- 
ture often suggests, though does not prove, the one or the other origin of 
the growth. Those arising from the tubal mucosa consist of simple or 
dilated glands lined by epithelium, but wanting the characteristic stroma 
and glands of normal endometrium. Cilia are also less readily demonstrated 
in growths arising from tubal implantation. 


that the presence of occluded tubes does not invalidate his theory as to the 
genesis of these growths for the implantation might have occurred prior to 
the closure of the tubal ostium. 


presence of evidence of menstruation in endometriomata, and to meet it the 
author postulates a theory of ‘ acquired function ” after implantation. 
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venously with a report of animal experimentation in the chemical 
disinfection of the blood. PirEr. 
The use of sutures as tractors in the vaginal operation for prolapsus. 
THOMAS S. CULLEN. 

REVIEWS AND ABSTRACTS. 


The life history of ovarian hematomas (hemorrhagic cysts) of endometrial 


In the short space of one year Sampson has encountered 37 cases of 


The primary peritoneal implantations are usually small but they may 


The author prefers the term “ovarian heematomas of endometrial origin” 
‘endometrial haematomas 


” 


because he 


In most of his cases the author found the tubes patent, but he points out 


A further difficulty to the tubal origin arises in the almost constant 


On the other hand, in support of his theory, the author points to the 
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anatomical relationship of the parts and the ease with which epithelial cells 
shed from the tube would become implanted upon the ovary or the peri- 
toneum of the pouch of Douglas. He further cites two cases communicated 
by Mallory in which adenomata of endometrial type were found in the 
scar of an abdominal incision after a Ceesarean section showing that uterine 
endometrial cells may be transplanted. Experimental evidence is also 
forthcoming from a paper by Jacobson in which it was shown that the 
uterine mucosa of the rabbit could be transplanted and give rise to typical 
adenomata. If it can be shown that tubal epithelium can also be grafted 
upon the peritoneal surface it will be difficult to disprove the author’s 
theory. 


The treatment of puerperal sepsis by the use of mercurochrome intravenously 
with a report of animal experimentation in the chemical disinfection of the 
blood. Numerous investigators have from time to time recorded brilliant 
results following the injection of antiseptics into the blood-stream in septi- 
ceemia, but not one of these drugs has stood the test of an extended trial. 
Piper’s communication upon the intravascular use of mercurochrome differs 
from the others only in that the results are not brilliant. In seven cases 
subjected to this treatment there were four deaths, though two of these were 
regarded as doomed at the time of injection. Of the three who recovered, 
one was a non-pregnant case of pyelitis; the second did not appear to be 
benefited but subsequently recovered after an abscess was drained; the 
remaining case was one of septicaemia of two months duration which was 
eventually cured. 

Such clinical results as these would hardly warrant further consideration 
of this method of treatment were it not that experimental work upon 
animals showed that mercurochrome has a definite germicidal effect when 
injected into rabbits who had been previously inoculated with a virulent 
culture of streptococci. 


Vol. iv, No. 6, December, 1922. 

*The test of labour in Caesarean section. Comparative results obtained by 
elective and secondary operations based upon a personal experience of 
g2 cases. HOLMES and BurRDICK. 

*Pregnancy in the tuberculous. With the report of 166 cases. CHARLES 
Norris and MURPHY. 

“Further experience with pituitary extract in the induction of labour. 
WATSON. 

*The action of ergot and solution of hypophysis on the uterus. HASKELL 
and RUCKER. 

Intrauterine rupture of a velamentous umbilical cord. KOsSMAK. 

The Rubin test and its therapeutic application. Hirst and MAzeEr. 

An improved method of supporting the bladder and vagina after vaginal 
hysterectomy for procidentia. H&kINEBERG. 

Post-abortal hremolytic streptococcemia. PHILIP WILLIAMS, 

Is the usual method of preparing patients for delivery beneficial or neces- 
sary? JOHNSTON and SIDALL, 
Does the ovum or corpus luteum control the ovarian and uterine cycle? 
SCHILLER. 
REVIEWS AND ABSTRACTS, 


Selected abstracts—Foetus and newborn. 
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The test of labour in relation to Cesarean section. Comparative results 
obtained by elective and secondary operations based upon a_ personal 
experience of 92 cases. A further contribution to the ever-growing litera- 
ture upon Cesarean section is made by Holmes and Burdick. It takes the 
form of an analysis of 92 operations, and composite temperature and pulse- 
rate charts are shown which represent the average variations classified 
according to the number of vaginal examinations and duration of rupture 
of the membranes. ‘The fallacies inherent in statistical reports based upon 
comparatively small numbers of cases are well brought out by a chart which 
shows, inter alia, that the average temperature was considerably lower in 
cases in which vaginal examinations had been made. The authors clearly 
realize the dangers of vaginal examinations prior to Caesarean section, and 
they are forced to explain the paradox by suggesting that ‘‘ the types of 
labour did not break down the bodily resistance to bacterial invasion.” 

The statement is made that there is comparatively little difference in 
the safety of the operation when performed in advanced labour before the 
advent of exhaustion over those operations performed in the last days of 
pregnancy. Opinions may differ upon this point, but all will agree with the 
writers that prolonged rupture of the membranes offers a serious menace to 
the patient; but here again the temperature graphs show rather lower 
average temperatures when the membranes had been ruptured over 24 hours 
than in those in which the accident had occurred earlier. 

The classical operation with eventration of the uterus was adopted for 
all the cases, and catgut was used for sutures. A somewhat unusual method 
of opening the uterus is described which consists of making a small opening 
into the cavity which is enlarged by tearing the muscle fibres asunder. 


Pregnancy in the tuberculous, with the report of 166 cases. As the treat- 
ment of tuberculosis in the pregnant woman involves the question of the 
termination of pregnancy, the authors propound three questions for 
solution : 

(1) Does pregnancy act deleteriously upon the course of pulmonary 
tuberculosis ? 
(2) Does the termination of pregnancy benefit the patient ? 
(3) What will be the condition of the infant if pregnancy be allowed to 
continue ? 
Answers to these questions are sought by a comparison between the end 
results of 104 non-pregnant and 166 pregnant tubercular women. All the 
patients were examined by the physicians at the Henry Phipps Institute 
and the results are therefore comparable. The essential facts gleaned from 
the authors’ statistics in regard to the action of pregnancy upon tubercu- 
losis can be gathered from the following summary which gives the percen- 
tage of those who became worse : 
Non-pregnant. Pregnant, 


ist stage of phthisis i a 17/1, ae Ra 30% 
and _ ,, = ry ay OT. eee 46%, 
3rd ” ” ” . tee 80%, eeeeerces 84% 


These figures appear to show that pregnancy does exercise a slightly evil 
influence upon pulmonary tuberculosis. 

In regard to the induction of abortion, the authors give no data from 
their own cases, but quote published figures which claim to show that in 
44 per cent. of pregnant women the tuberculous process advanced as com- 
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pared with deterioration in only 9 per cent. of those in whom abortion was 
induced. If we accept these figures and those from the Henry Phipps 
Institute given above, we must conclude that the operation of induction of 
abortion has, per se, a remarkably beneficial influence upon the progress of 
pulmonary tuberculosis! For the authors have already shown that 27 per 
cent. of non-pregnant consumptives in the first stage can be expected to 
get worse, while in the second set of statistics only 9 per cent. did badly 
after therapeutic abortion. 

This is, of course, a reductio ad absurdum, and the fallacy lies in the fact 
that they are not considering comparable statistics and hence the results 
are vitiated. Their conclusion, therefore, that the termination of pregnancy 
is beneficial is non-proven. In this series of 166 cases, 120 infants were 
alive three months or more after birth, and the authors give the mortality 
as 27 per cent.; but as 21 of the pregnancies terminated in abortion, prema- 
ture labour, or still-births, the true infant mortality is 18 per cent. 

As the causes of death are not known, the authors are not justified in 
assuming that the infants died as a result of the maternal phthisis, hence 
as far as the paper is concerned, this question, like the previous one, remains 
unanswered. 


Further experience with pituitary extract in the induction of labour. Two 
years ago Watson published a paper upon this subject, and he now reports 
the results obtained in a further 276 cases. 

His method is to begin with the castor oil and quinine technique for the 
induction of labour, but if after 14 hours labour has not set in he begins 
with half-hourly doses of 0.5 cc, of pituitary extract. If labour is not 
established after six doses treatment is stopped and a similar attempt is 
made with pituitary on the following day, and, if necessary, on the day 
after that. If the uterus is still refractory mechanical means are resorted 
to in order to terminate the pregnancy. 

Post-maturity has been the chief indication for induction, and as every 
alternate case in his practice is post-mature (154 in 276 cases) the necessity 
for some means of determining delivery is obvious. 

An attempt was made to induce premature labour in 49 cases with 30 
successes. No exact data are given as to the exact duration of pregnancy, 
which is rather a serious omission in view of all that has been written upon 
this subject. 

The author claims that he has successfully induced labour in go per 
cent, of all his cases, and he states that he believes that it is free from 
danger. Nevertheless he records two cases of severe post-partum haemor- 
thage, one of severe vomiting resulting from the injections, and two cases 
of placental retention. 


The action of ergot and solution of the hypophysis on the uterus. The 
enthusiasts who recommend the administration of pituitary extract in the 
early stages of labour contend that its action is essentially different from 
that of ergot. In the present paper the authors report the results of a 
comparison between the action of ergot and pituitary upon the uterus. 

From experiments upon animals it appears that pituitary solution 
affects the uterus more powerfully than ergot and seems more prone to 
produce a tetanus. By the method of external hysterography the authors 
arrived at similar conclusions in regard to the human uterus. They call 
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attention to the wide variation in the response of human uteri both to ergot 
and pituitary and suggest that the occasional existence of a highly sensitive 
uterus may account for the disastrous results which sometimes follow the 
use of these drugs. W. W. KING. 


Gynécologie et Obstétrique. 
Vol. 5, No. 6, 1922. 

The function of the ovaries. G, SCHICKELE. 
Primary carcinoma of the ovary. G. SCHICKELE. 
Lutein cysts. R. KELLER. 
Primary abdominal pregnancy. P. JACQUIN. 
Puerperal metastases in the eye. PAUL LUTTRINGER. 
Tonicity of the sympathetic and parasympathetic in relation to menstrual 

troubles, particularly amenorrhcea. JULES KREIS. 
Notes on the beginning and duration of pregnancy. GG. SCHICKELE. 


Vol. 6, No. 1, 1923. 

Uterine dystocia and the necessity of uniform nomenclature. E. ZABATE. 
The treatment of pelvic dystocia and the induction of premature labour as 
practised at the Obstetrical Clinic at Lyons 1904—1920. J. RHENTER. 
"Successful vaccine treatment of a case of prolonged puerperal pyzemia. 

DANTIN. 
Vol. 6, No. 2, 1923. 
The nonteratoid tumours of the ovary. P. Masson. 
The evolution of hysteromyomectomy. Dkr OTT. 
Chorion epithelioma following hydatid mole with vaginal and pulmonary 
metastases. PotTockt and A. LELIEVRE, 


Vol. 6, No. 3, 1923. 
Thyro-parathyroid deficiency in pregnancy. A. FRUHINSHOLZ. 
A suppurating thyroid associated with puerperal infection. I. GRIMAULT 
and H. BRrINo. 
Foetal smallpox with no signs in the mother. PIERRE PuIG y RoIG. 


Vol. 6, No. 4, 1923. 
The hypogastric plexus in the woman. A. LATARJET and PH, ROCHET. 
The action of radium on the uterus and ovaries of the guinea pig. A. 
KOTZAREFF and M. MoLtow. 
Puerperal septicaemia (pneumococcal). C. MONCKEBERG. 


Vol. 6, No. 5, 1923. 
*The localization .of myomata of the uterus. A. ROSSNER. 
A case of acute inversion of the uterus. DANTIN, 
The infections of the middle ear in the newborn. Manu and Ep. Cromer. 
Bilateral tubal gestation, laparotomy, double salpingectomy, recovery. Z. 
Do AMARAL, 
Utero-parietal fistula following Caesarean section. R. Lorca. 


Vol. 6, No. 6, 1923. 
*Radium or surgical treatment of uterine fibroids? Radium treatment of 
climacteric haemorrhage. J. B. Kouwer. 
“Results of 35 operations for ovarian cysts complicating pregnancy. J. 
SZYMANOWICZ, 
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Successful vaccine treatment of a case of prolonged puerperal pyexmia. 
A patient delivered on Jan. 18, 1921, suffered from pyrexia, repeated rigors, 
and double phlegmasia alba dolens, and although treated by antistrepto- 
coccic serum of the Pasteur Institute, injections of oil of turpentine and 
both local and general treatment, yet showed little or no improvement until 
on March 25th a vaccine prepared by G. Gremy was injected subcutaneously 
into the left thigh : five injections were given at 48-hour intervals with the 
result that six days after the first injection the temperature was normal 
and the pulse-rate go, and the patient had a rapid convalescence. 

The mode of preparation of this vaccine was described in the Bulletins 
de l’ Académie de Médécine, November 2nd, 1920. 


The localization of myomata of the uterus. Rosner, in pointing out the 
relation between myomata and sterility says that if sterility was due to 
myomata, then one would expect the submucous to show a higher percen- 
tage of sterility than the subperitoneal, whereas the converse occurs: he 
shows that amongst his own cases sterility occurred in 10 per cent. of 
submucous myomata and in 70 per cent. of the subperitoneal, and that 
relative sterility is much more marked in the latter. Schorler explains that 
this is due in the subperitoneal group to localized peritonitis with conse- 
quent adhesions of the appendages, but Rosner does not accept this. Rosner 
shows how developmental defects control the position of the myomata, all 
the submucous myomata occurring in the same group (normal development), 
and of the total number belonging to the group of defective development, 
64 per cent. were subperitoneal and 36 per cent. interstitial, and not one 
submucous. 


Radium or surgical treatment of uterine fibroids? Kouwer considers that 
treatment by radium instead of by surgery is wrong and quotes from a 
series of 134 cases which he treated surgically. Castration is pointed out 
as an objection to radium, whereas in 134 laparotomies for uterine fibroids 
both ovaries were preserved in 107 and in only 17 cases were both ovaries 
removed : another objection is that with radium the operator is working in 
the dark ; he admits of course the chance of a second surgical operation in 
later years, but against this places the chance of pregnancy: his other 
objection is that with radium one is using a serious treatment for a condi- 
tion of which the operator is possibly somewhat ignorant and the exact 
diagnosis impossible. Amongst other contraindications he mentions that 
even with great care it is possible that inflammation of the appendages 
and both intra- and extra-uterine pregnancy may be mistaken for fibroids 
and treated by radium. He maintains that radiotherapy is only justifiable 
in those cases in which operation would be dangerous. 


Ovarian cysts complicating pregnancy (35 operations). In this series there 
were no deaths attributable to this condition. Szymanowicz finds that in 
these cases the abdominal route is far easier than the vaginal and gives 
better results. He is of the opinion that all cysts of the ovary diagnosed 
during pregnancy should be operated upon without delay, handling the 
uterus as lightly as possible and preserving the corpus luteum. 


F. H. LAcry. 
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Annali di Obstetrica e Ginecologia. 
October, 1922. 

*The diagnostic values of glycogen and glycosuria, experimentally induced, 
during pregnancy. DOSSENAS, 

Three cases of uterine perforations by means of glass tubes in criminal 
attempts to procure abortion; penetration of one tube into the ascend- 
ing colon and its extraction 15 months later by median laparotomy. 
Some practical considerations on attempted abortions. Prof. G. GELLIS. 

Critical and historical research on white necrosis of the placenta. Dorr. 
FE. CLEMENZ. 

Gilycogen and experimental glycosuria in pregnancy. Doctor Dossenas 
gives an account of experimental investigations he undertook to ascertain 
the value of Franck and Nothmann’s assertion (Miinch. med. Wochenschr., 
10/12/20) that alimentary glycosuria is of regular occurrence in pregnancy, 
especially during its early months, and that its experimental induction may 
be used as a means for early diagnosis of pregnancy. ‘These authors claimed 
that if 100 grammes of glucose be administered to a normal non-pregnant 
woman, the amount of glycogen in the liver and the quantity of sugar in 
the blood are increased, but the increase is not enough to cause the passage 
of sugar into the urine, hence there is no glycosuria. 

In a pregnant woman, however, the same quantity of glucose produces 
the same or even less glycogen in the liver and sugar in the blood, and 
causes glycosuria. 

A number of investigators—chiefly German—induced glycosuria by 
administration or injection of other substances such as levulose, adrenalin, 
floridzin, pancreatic and other glandular extracts. 

Dossenas conducted a number of experiments on hospital patients, using 
every method indicated for inducing glycosuria, and carrying out all 
experiments with scrupulous care as to control cases and technique. 

In about 68 per cent. of his cases glycosuria was positive when induced 
by administration of glucose or injection of floridzin. The tesults derived 
from the use of adrenalin or other glandular extracts were not so reliable. 

The conclusions he draws from these experiments are : 

(a) Experimental glycosuria as a means for early diagnosis of pregnancy 
is of little value, since it is absent in too high a percentage of cases. 

(b) The relation between glycogen formation and glycosuria in preg- 
nancy is characteristic, showing a definite lowering of the so-called threshold 
of secretion. 

(c) Pregnancy glycosuria, on the basis of variations of the glycogen 
curve, must be regarded as one depending on modification of the entire 
organism, through disturbed equilibrium of exchanges between all the 
glands of internal secretion (including possibly placental secretion), and 
not on deficient hepatic functions. The changes in the glands react directly 
on the renal filtering epithelium rendering it more permeable to the passage 
of sugar. JeHecF, 


Surgery, Gynecology and Obstetrics. 
Vol. xxxv, No. 6, December, 1922. 
*Levator hernia (Pudendal hernia); report of a case operated upon by the 
. combined route ; review of the twelve previously reported cases. H, C. 
CHASE, 
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*Transacral nerve block anzesthesia in surgery of the pelvic floor and its 
viscera. W. R. MEEKES and E. B. FRAZER. 

*Pelvic measurement by X-ray. A. B. SPALDING. 


Vol. xxxvi, No. 1, January, 1923. 
*A clinical investigation of vulvo-vaginitis. IRVING F, STEIN. 
Metabolism readings in 84 pregnant cases. E. L. CORNELL. 
Pituitrin in the third stage of labour. S. SEIDEs. 
Interposition operation for uterine prolapse (correspondence). H. JELLETT. 


Levator hernia (pudendal hernia): report of a case operated upon by 
combined route; review of the twelve previously reported cases. Chase 
records a case of pudendal hernia successfully operated on in 1920 whose 
chief complaints were (1) pain of a bearing-down character in the lower 
right quadrant of the abdomen ; (2) bearing-down feeling in the right labium 
and vagina; (3) sense of pressure and bearing-down feeling in rectum and 
in bladder when coughing, straining, etc,; (4) a feeling as if everything is 
dropping out and has to hold hand over right side of perineum when strain- 
ing at stool, during urination, etc. 

The rarity of pudendal hernia is indicated by the fact that only twelve 
cases have been previously recorded and these are all reviewed by the 
author. Operation has been undertaken on five occasions, and only one has 
been reported cured. 

From a study of these 13 cases, of the anatomy of the author’s case and 
of dissections on the cadaver the following deductions are drawn : 

(1) Pudendal hernia, although extremely raré, should be easily recog- 
nized. 

(2) All cases should be divided into anterior, posterior or combined types 
as the basis of operation, 

(3) Every case should be submitted to operation. 

(4) A knowledge of the anatomy, the type presented and application of 
the principles of the operative treatment of hernize should result in a cure 
in a large majority of cases. 


Transacral nerve block anesthesia in surgery of the pelvic floor and viscera. 
The technique of transacral nerve block anzesthesia is described in detail 
and the composition of the various solutions which have been employed is 
given. The method appears to be too difficult and the percentage of 
failures too high to become universal. In addition to its surgical uses it 
has been made use of in obstetrics and in gynecology. The gynzecological 
operations have included perineorrhaphies, the Bovée operation for cystocele, 
trachelorrhaphy, dilatation and curettage, removal of cervical polypes, 
dilatation of the vagina in vaginismus, vaginectomy, excision of vaginal 
tumours, and removal of cancer of the rectovaginal septum. For more 
superficial work on the perineum blocking of the lower four sacral nerves 
alone is sufficient. For operations involving deeper structures as vaginec- 
tomy, perineorrhaphy and operations on the cervix all five sacral nerves 
are blocked. 

The extent of the anesthesia involves the entire pelvic floor and all 
structures lying below the pelvic peritoneum, but the ancesthesia is insuffi- 
cient for vaginal hysterectomy or for the Watkins’ interposition operation. 
Contraindications to transacral nerve block anesthesia include deformi- 











68 Journal of Obstetrics and Gynecology 


ties and anomalies of the sacrum in which it is impossible to enter the 
foramina. It should not be attempted in suppurative infection of the 
skin and subcutaneous tissue of the sacral region because of the risk of 
spreading infection. Malignant disease of the sacrum and overlying tissues 
also constitutes a contraindication. Although obese, very nervous and 
hysterical patients are difficult to handle, transacral nerve block is not 
contraindicated in these patients. 

Pelvis measurement by X-ray. The stereoscopic method of pelvimetry by 
means of X-ray is described in detail and would appear to be too fallacious 
in its results to become universally popular, for the author considers that the 
radiologist, unless he is also a trained obstetrician, is not capable of 
expressing to patients the prognosis of labour based upon X-ray measure- 
ments. So many factors must be considered in regard to prognosis, such 
as pelvic inclination, presentation and position, mechanism of labour, etc., 
that the obstetrician must rely on his training and past experience, and can 
utilize X-ray measurements only as one factor in making a decision. It is 
not sufficient for the obstetrician to read merely the written report from the 
Roentgenologist, but must study with him the stereoscopic pictures of the 
pelvis and satisfy himself that the points from which the measurements are 
taken are the points which in his judgement are essential. 

A clinical investigation of vulvo-vaginitis. From the analysis of the replies 
received from a questionnaire sent to six special groups of physicians 
and institutions comprising ten pediatricians, six general practitioners, ten 
urologists, ten gynzecoldgists, five contagious disease hospitals and nine 
orphanages, Stein draws the following conclusions :— 

(1) Vulvo-vaginitis is an infection which is frequently: gonorrhoeal in 
origin, but may even in purulent varieties be non-specific. Filth plays a 
part in predisposing to the infection and may be the chief cause in the 
milder types. 

(2) Diagnosis rests on clinical evidence of the disease and on smear 
examinations made by an expert. Cultures prove positive in about 50 per 
cent. of gonorrhoeal cases and are, therefore, not requisite for diagnosis. 

(3) Purulent vulvo-vaginitis should be vigorously treated by an approved 
method, such as that suggested by Gellhorn. A daily tub bath is an aid 
to local treatment and in mild non-gonorrhceal cases is all that is required 
for cure. 

(4) Determination of cure rests upon the disappearance of clinical 
evidence of the infection, three negative smears at intervals of one week 
after suspending treatment, and a period of observation equal in time to the 
duration of the treatment. i ¥ 


The Journal of the American Medical Association, 
Vol. 79, No. 21, November 10, 1922. 
*Urinary incontinence in the female. E. L. Younc, 
Dried milk in infant feeding. (Eprrortat..) 


Vol. 79, No. 22, November 25, 1922. 
*Coagulability of the blood during pregnancy and in the newborn. F. H. 
FALLS. 
Hzemoperitoneum with bluish-coloured umbilicus. H. M. STERNBERG, 
Placental permeability. (Eprrortat..) 
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Vol. 79, No. 23, December 2, 1922. 
Cullen’s sign in ectopic pregnancy: a suggestion for its determination. 
F. H. JACKSON. 


Vol. 79, No. 24, December 9g, 1922. 
Foetal teratoma in a child. W. H. GERMAN. 


Vol. 79, No. 25, December 16, 1922. 
Caesarean section: its indications and technique, based on two hundred 
and fifty-two operations. J. C. Hirst and W. W. van DOLSEN. 


Urinary incontinence in the female. Since 1911 Young has operated on 
18 cases of urinary incontinence in women with no known failure, although 
in two of the cases there had been two, and in one case three attempts to 
close the leak, and all the patients had had what can be termed gynzeco- 
logical operations. 

Success depends on two features : first and most important, the isolation 
on careful dissection of the layer of fascia and muscle forming the external 
sphincter of the bladder and its careful resuture, and second, in one type 
of case, the plication of the vesical sphincter itself as the first step. 


Coagulability of the blood during pregnancy and in the newborn. ‘This work 
was undertaken to investigate the following points : 

(1) To establish some figures for the coagulation time in normal preg- 
nant and puerperal women and in the newborn. 

(2) ‘To determine whether differences exist in the coagulation time of 
the blood of the mother and foetus at the time of delivery. 

(3) To determine whether haemorrhagic tendencies in the mother could 
be detected from a study of the coagulability of the blood at or before labour 
and post partum heemorrhage prognosticated before bleeding began. 

(4) To determine whether the coagulation time of the baby’s blood at 
birth would give a clue to the probable occurrence of haemorrhage in the 
next two days. 

(5) To determine whether the predisposition to post partum haemor- 
thages following ether anesthesia in obstetric cases is due to alteration in 
the coagulability of the blood. 

The results of their investigations were as follows : 

(1) The coagulability of the blood in women before, during and after 
labour, as measured by the coagulation, calcium and prothrombin time, is 
well within the limits of normal blood coagulability. 

(2) Maternal and foetal blood at the time of birth of the baby have 
practically the same coagulation time, 

(3) There is no evidence that pregnancy tends to produce a hamophilic 
state in mothers; hence post partum hemorrhage can rarely, if ever, be 
ascribed to this cause. 

(4) Foetal blood at birth clots with normal firmness and rapidity, so 
that subsequent hzemorrhagic tendencies cannot be detected from coagula- 
tion tests at this time. 

(5) Patients who took ether exhibited the same coagulation time as those 
delivered without ether. Post-partum haemorrhage, therefore, cannot be 
explained on the basis of decreased blood coagulability. F. E. T. 
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Lancet. 
November asth, 1922. 
*Intracranial heemorrhage in the newborn, with observations on fracture of 
the skull of the infant. Anaric C. BALLANCE and Sir CHARLES H. 
BALLANCE, 


Intracranial hemorrhage in the newborn, with observations on fracture of 
the skull of the infant. ‘he authors operated on the 14th day for a 
depressed fracture of the frontal bone which had occurred during a difficult 
instrumental delivery. ‘The baby made a good recovery. Six weeks later 
no opening in the skull could be detected, so rapidly had the pericranium 
thrown out new bone. 


December 6th, 1922. 
Menorrhagia in young girls. SARAH Gray, 
Justifiable foeticide and twilight sleep. C. H. S. Horwitz. (Correspond- 
ence.) 
December 23rd, 1922. 
Justifiable foeticide (correspondence). DOM. FRANCIS IZZARD. 
Ergot and the function of the British Pharmacopcea (correspondence). Sir 
NESTOR TIRARD, 
December 30th, 1922. 
*Extraordinary birth record (correspondence). Sir P. H&HIR, 


Extraordinary birth record. Mentions a case of five at a birth which 
occurred in India. | Sap pai be 


British Medical Journal. 
January 6th, 1923. 
*Apituitarism and the anencephalic syndrome. D. L. BARLOw. 


January 13th, 1923. 
The correction of malpositions : the rationale of the padded binder. H. C. 
BUISH. 
January 20th, 1923. 
*Some practical difficulties in obstetrics and gynecology. COMYNS 
BERKELEY. 
February 3rd, 1923. 
"The radiation of pain in lesions of the Fallopian tubes. Maurice Marcus. 
Acute oedema of the cervix. J. A. MCKINNON. 


Apituitarism and the anencephalic syndrome. As the result of finding the 
anterior segment of the pituitary gland in four successive typical examples 
of the anencephalic syndrome, Barlow concludes that the other features of 
the condition are not due to apituitarism, and that any conception of the 
functions of the gland based on such an assumption is erroneous. 


Some practical difficulties in obstetrics and gynecology. Much useful 
practical information is contained in this lecture on the following subjects : 
rupture of the perineum; occipito-posterior presentations; the obstetric 
forceps ; curetting ; the artificial termination of pregnancy ; albuminuria in 
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pregnancy ; pelvic heematocele; incarcerated gravid uterus; carcinoma of 
the uterus; post-maturity, and hot water bottles. 


The radiation of pain in lesions of the Fallopian tubes. Maurice Marcus points 
out that lesions of the Fallopian tube cause pain which arises in the iliac 
fossa and is referred down the front of the thigh to the knee. This distribu- 
tion of pain is significant of an involvement of the tube, and appears to be of 
diagnostic value. It also suggests that the tube is represented in the spinal 
cord by the eleventh and twelfth dorsal and first three lumbar segments. 

Fi BF: 


Zeitschrift fur Geburtshilfe und Gynakologie. 
Ixxxv, October 28th, 1922. 

Contribution regarding the histogenesis of intraligamentary fatty infiltra- 
tion occurring with dermoid ovarian cysts. R. BENDA. 

*Anatomical investigations regarding the lower uterine segment. H. R. 
SCHMIDT. 

*Adenomyosis of the female genital organs. W. LAHM. 

*The origin of the oral bacteria. V. R. SALOMON: 

Argochrome in obstetrics with special consideration to its efficacy as a 
prophylactic. P. SCHUMACHER, 

The clinical significance of the extraperitoneal development of the bladder 
at birth. E. Voer. 

Contributions on the biological changes in the blood in pregnancy. K. 
v. OETTINGEN. 

*The effect of a combination of extracts on the uterus. J. KOSAKAE. 


Anatomical investigations of the lower uterine segment. ‘he writer, after 
examining numerous uteri, pregnant and non-pregnant, comes to the 
conclusion that the lower uterine segment is derived wholly from the uterine 
body and is bounded above by the strong attachment of peritoneum in 
front to the uterus and below by the cervical mucosa ; in other words in its 
resting state it corresponds to the isthmus. The mucosa is exactly the 
same as that of the uterine body, and during the first two months of preg- 
nancy develops a definite decidua, which is in direct contrast to the cervical 
mucosa. After the second month the growth of the uterus causes a gradual 
unfolding of its canal, this being completed by the fifth or sixth month, 
the cervical canal on the other hand not expanding till labour starts, the 
internal os remaining closed until that time. During pregnancy the wall 
of the lower uterine segment does not differ from that of the main body 
and its mucosa undergoes the same histological changes, its muscle increases 
during the first half of pregnancy and stretches during the second half. 
At the beginning of labour, or sometimes a little earlier, the thinning 
commences, and with the uterine contraction and retraction the lower 
uterine segment is stretched, the contraction ring lying at the level of the 
strong peritoneal attachment. At this time also the internal os opens and 
the cervix dilates. After delivery the lower uterine segment draws itself 
together and by active contraction obliterates the contraction ring, but 
during the first few days of the puerperium the lower uterine segment can 
still be recognized by the naked eye as a thinner strip between cervix and 
uterine body proper. 
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Adenomyosis of the female genital organs. ‘hese tumours usually develop 
in fibroids or as a myometritis affecting the musculature of the uterus in a 
diffuse manner. Solitary cysts are rare, but may be found on the posteriot 
aspect of the uterus or in the neighbourhood of the cervix. Inflammation 
occurs often in the neighbourhood of the growth, which adds to the difficulty 
in operating. 

Histology. Atypical glands surrounded by diffuse or circumscribed 
muscle hyperplasia and in some cases fibrous tissue is intermingled with 
the muscle fibres. 

Peritoneal adhesions and inflammatory changes are secondary and are 
not an essential accompaniment of adenomyomata. 

Pathology. Depends on the site, size, and consistency of the tumour 
together with its limitations. 

(a) Ovarian. Presumably derived from parts of Wolffian body and is 
probably a link connecting this origin with other similar tumours. It 
appears to be similar to an ovary with multiple cystic disease, but micro- 
seopically it is quite different, for in the place of Graafian follicles are 
spaces, which are of a similar structure to adenomyosis of the uterus. 

(b) Tubal. Some of the cases described are found to be retention cysts, 
but others seem to be true adenomyomata, ¢e.g., Meyer describes a tumour 
nearly the size of a faetal head, which was found at the cornu of the uterus 
and which contained numerous small cysts with papillary processes. 
Microscopically, collecting ducts, ampullee and glomeruli were recognized 
similar in structure to a Wolffian body adenomyoma as described by von 
Recklinghausen. Meyer, a year later, however, showing von Reckling- 
hausen’s theory to have little to stand on, demonstrated that the typical 
structure was really a mechanical artefact in the arrangement of the con- 
nective tissue. 

(c) In or on the uterus. ‘Two main classes are to be noted—imucous 
membrane adenomyomata and peritoneal. In the former the usual place of 
occurrence is in the myometrium causing general enlargement of the uterus. 
Microscopically the tumour consists of fibromyomatous tissue with islets of 
cells, the ducts penetrating the uterine mucosa. ‘The latter appear as white 
opaque bodies either on the peritoneum of the pouch of Douglas or on the 
peritoneal surface of a fibroid, the adhesions resulting being found to be 
adenomyomatous in character. 

(a) Recto-genital septum. ‘These cases are rare and occur usually as a 
progressive proliferation along the utero-sacral ligaments, which may lead 
even to an obliteration of the pouch of Douglas. The rectum is invaded 
early causing unpleasant symptoms and making a radical operation very 
difficult. Sometimes adenomyomatous tumours are found just above the 
posterior vaginal fornix. These are usually sharply defined and are about 
the size of a cherry, but they may become diffuse on account of the sur- 
rounding inflammation. 

(e) Vaginal. Rare. 

(f) Of round ligament and ovarian ligament. Rare. 

(g) In the connective tissue of the abdominal incision. Derived from 
the peritoneum on the anterior surface and fundus of the uterus, which has 
come in contact with the wound on account of ventral fixation of the uterus. 

(h) In lymphatic glands of true pelvis. Rare. 

Clinical features. Pain and dysmenorrhocea are common, being due to 
adnexal and peritoneal adhesions. In uterine tumours especially, haemor- 
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rhage and discharge are the rule, the haemorrhage beginning as menor- 
rhagia, but as time goes on metrorrhagia also occurs. The author points 
out that in such cases the first menstrual period seems to have occurred at 
a late date. The tumours are unaffected by the menopause, which is 
commonly delayed. 

Origin. (a) From Wolffian body. Adenomyosis of ovary, ovarian and 
round ligaments and lymph glands. Some cases found in the isthmus may 
be of this type. 

(b) From serosa. Peripheral adenomyosis of the uterus, adenomyosis 
of abdominal scar, in inflammatory adhesions of peritoneum and in some 
ovarian cases. The origin of the cases in the recto-genital septum may be 
from this source. 

(c) From mucosa of tube or uterus (Miillerian). Salpingitis isthmica 
nodosa, salpingitis intramuralis, adenomyosis of the uterus and cervix. 
Some cases of the first-named may be Wolffian in origin. 

(d) From Wolffian or Gartner’s Duct. Perhaps the cysts found in 
neighbourhood of cervix. 

(e) Vaginal epithelium. In some special cases only. 

The writer does not agree with the views expressed by many authorities 
that inflammation is necessary to prepare the way for the gland elements, 
nor does he agree with the Wolffian theory. In the cases developed from 
the Miillerian ducts he thinks that the origin is due to spaces being left in 
the laying down of the utero-vaginal mesenchyme into which under definite 
stimuli the uterine or tubal mucosa grows. ‘This stimulus he considers is 
due to a dysfunction of the ovary and is somewhat similar to the decidual 
reactions, which has been proved to be ovarian in origin. Inflammatory 
changes he considers to be secondary in all cases. 

Diagnosis. By microscope alone in many cases. Very liable to be 
mistaken for carcinoma. 

Prognosis and Treatment. ‘The disease invades other organs, e.g., the 
rectum, and also gives rise to such symptoms as hiemorrhage, discharge 
and pain, which reduces the patient to a state of cachexia closely resembling 
that of a rapidly advancing carcinoma. On the other hand, however, if the 
tumour be totally removed by operation, carcinomatous metastases do not 
occur. Thus the condition is neither truly malignant nor yet is it benign. 
A true carcinomatous degeneration may occur, but is rare, and is compar- 
able to a carcinoma of the body of the uterus developing from a villous 
endometritis. Rare though such a degeneration is, it should always 
influence one in advising radical operative treatment for the condition. 
This treatment is also considered necessary on account of the continued 
growth of the tumour even after the menopause and its invading propen- 
sities. 


The origin of the oral bacteria. Bacteria are found in the mouths of newly- 
born children within 24 hours of their birth, 12 different species being 
cultivated then, and in 10 days 21 different species. These bacteria 
enter chiefly from the mother’s vagina, but are also derived from the 
mother’s breast, the bath water, the washing materials, the nurse’s hands 
and the surrounding air. The number found depends largely on the time 
of rupture of the membranes and to a less extent on the nature and duration 
of the labour, the number of vaginal examinations, the operations performed 
and the thriving of the child after birth. 
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Gram-positive cocci are most numerous especially during the first few 
days, then the gram-positive bacilli increase in number chiefly due to the 
presence of vaginal bacilli, which are said by some never to be present, 
though they are never found in such great numbers as the cocci. Staphylo- 
cocci are the first to appear and then streptococci and B. coli. (Some 
authorities state that B. coli are rarely found, but the writer finds that not 
to be the case.) 

The streptococci and staphylococci show all degrees of virulence. There 
is a direct connexion between oral and rectal bacteria, in so much as the 
mouth appears to be a station in their transit. The writer asserts that 
possibilities of infection of the mouth and gastro-intestinal tract are great, 
and thus rational nursing is indicated to diminish the entrance of patho- 
genic bacteria as much as possible and to prevent those that have obtained 
entrance from multiplying, 


The effect of placental, pituitary and suprarenal extracts on the uterus. 
This work was done chiefly on the uteri of animals, the drugs being given 
either subcutaneously or intravenously. The following effects were 
observed. 

(1) That placental extract free from albumen and choline, when injected, 
brought about uterine contractions, but that the initial effect was not very 
strong. 

(2) After the effect has worn off the uterine tone is decreased, but if 
repeated injections are given the tone is increased above what it was to 
begin with. 

(3) Repeated injections cause uniform rhythmical contractions which 
are very similar to physiological labour pains. 

(4) Pituitary and placental extract combined cause strong uterine con- 
tractions, but pituitary given after placental extract cause the strongest 
contractions ; this only occurs in the gravid uterus. 

(5) Adrenalin does not initiate contractions, but if contractions are 
occurring it increases their strength. It has more effect if given after 
pituitary and placental extract. 

(6) If repeated rhythmical contractions are desired, placental extract 
given after pituitary and adrenalin gives the best results. 

W. F. THEODORE-HAULTAIN. 


Monatsschrift fur Geburtshilfe und Gynakologie. 
Vol. 55, No. 6, October, 1921. 

*The obstetrical importance of pelvic deformity produced by the head of 
the femur being driven through the acetabulum. A. MAYER. 

*An investigation into the danger of the operation of manual removal of 
the placenta. H. BAUMM. 

*Endogenous microbismus. R. SALOMON. 

*On injuries of the utero-vesical space produced during dilatation of the 
cervix, and their treatment. L. FRAENKEL. 

"Infarction of the uterus and the adnexa. F. GEpPERT. 

*A new form of curette. P. KLAar. 


The obstetrical importance of pelvic deformity produced by the head of the 
femur being driven through the acetabulum. The rarity of this surgical 
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condition is indicated by the fact that only 16 cases had been recorded up 
to 1908, but it so happens that two women with this deformity came under 
the care of the clinic in Tiibingen. One of these gave birth to four children, 
the first and last being born in the clinic, and the other to one child. In 
both cases the floor of the acetabulum had been pushed about 4-5 cms. into 
the pelvis, and in both cases on the right side. All the births took place 
spontaneously, and in the three births which occurred in the clinic the 
presentation was different in each case. The only special points about the 
labours were that there was exaggerated flexion, thus enabling the broadest 
diameter of the head to curve round the obstruction. Labour seems to 
have occurred in those cases exactly as we find it in many of the greater 
degrees of rachitic deformity of the pelvis. 


An investigation into the danger of the operation of manual removal of the 
placenta. Baumm challenges the statements which are so often made 
regarding the danger of this procedure. The mortality is quoted in text- 
books as anything from 1.9 per cent. to 13.9 per cent., the majority quoting 
a high figure. In the Breslau Clinic, out of 20,418 cases, this operation 
was performed in 248. ‘These cases, with a mortality of 2.8 per cent., take 
their place after placenta praevia, Caesarean section, perforation or embryo- 
tomy, and version among the dangerous obstetrical operations in this clinic. 
He points out that even the morbidity rate is comparatively low. It must 
be remembered, too, that in many cases the operation has been combined 
with version or perforation, and in many cases with extreme blood loss. 
This factor of blood loss is contended by Baumm to be the most important, 
and when he excludes from the cases those which have had a blood loss of 
over 500 grammes, the results seem very good. The operation of manual 
exploration of a freshly delivered uterus, carried out when there is doubt 
regarding the complete removal of the placenta, is found to be the least 
dangerous of all obstetrical operations, even the morbidity being very little 
greater than in ‘‘ unoperated on ’”’ cases. From those data Baumm con- 
cludes that the great danger in manual removal of the placenta is to delay 
so long that the patient is exsanguinated before the operation is carried 
out. A retained placenta, therefore, associated with haemorrhage, should 
be removed manually without delay. In the 248 cases there was no trace of 
damage to the uterus itself. 


Endogenous microbismus. ‘This term is applied by the writer to conditions 
which have been described by others as “ latent,’ ‘ slumbering,” or 
‘‘ sleeping ’’ infections—or, better, ‘‘ latent microbismus.”’ This condition 
is well known in other branches of medicine and surgery. There may be 
organisms identifiable in the body, e.g., in the mouth, which do not nor- 
mally give rise to clinical signs but which may be stirred up under certain 
conditions to exert their pathogenic influence. Again, old infectious 
processes which appear to have healed completely may ‘ flare up ”’ after 
an operation, or in the course of some debilitating disease. In the vagina 
of the normal woman there is a large variety of organisms, many known 
to be innocuous, but some of the streptococcal or staphylococcal type; even 
haemolytic streptococci are found. Do these organisms ever take on patho- 
genic activities? The writer has shown, in two cases out of 18 investigated, 
that the organisms recovered from infected foci after gynecological opera- 
tions are exactly identical, as proved by the most rigorous bacteriological 
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tests, with the organisms which were identified in the vaginas of these 
patients before operation. What keeps these organisms normally in check ? 
By some it is considered to be due to the action of the tissues—the 
organisms remain encapsulated in scar tissue, but this surely does not 
apply to the vaginal type. Again, it may be due to an immunity developed 
by the patient. Sternberg has shown that, when streptb- or staphylococci 
were obtained from the vagina and grown in pure culture, they gave an 
agglutination reaction with the serum of the patient up to a height of 1 in 
4,000—-even while there was fio clinical evidence of infection. Organisms 
of the same type, but not grown from the patient’s vagina, did not give 
such a reaction. It would seem, therefore, that the activity of these 
organisms is at least partly controlled by some immunity reaction. In 
treatment, therefore, we have not only to consider the removal of such 
organisms by antiseptics, because in some cases their hiding-places are 
inaccessible, but also to increase the patient’s resistance. One method 
which has been recently introduced into gynecology is the introduction 
into, or strengthening of, the growth in the vagina of cultures of those 
bacilli which are known to be innocuous so that by their growth they may 
exterminate the more dangerous germs. ‘The writer remarks casually that 
surgeons should always avoid scar tissue in which such germs may be 
encapsulated. 


Injuries of the utero-vesical space produced during dilatation of the cervix, 
and their treatment. ‘Three cases are described in which the utero-vesical 
space was penetrated during instrumental dilatation of the cervix, in one 
case in the early months of pregnancy, in another late in the puerperium, 
and, in the last, two months after an abortion. ‘The tear in each case took 
place in the anterior wall of the cervix. The utero-vesical space was 
entered, but the plica vesico-uterina was never ruptured, as it seems to be 
very elastic. In perforation through the posterior wall of the cervix, the 
peritoneal cavity is much more likely to be entered. The anterior wall is 
most frequently ruptured because it is usually the one on which traction is 
exerted during the dilatation. In two of Fraenkel’s cases he performed 
vaginal hysterectomy, in one because the ovum was still in the uterus and 
the upper portion of the cervical canal still undilated, and in the other 
because the placental tissue which was being removed from the body of 
the uterus escaped into the utero-vesical space and could not be recovered. 
In the remaining case expectant treatment only was employed. All the 
cases did well. The writer admits that there may be a type of case in 
which the tear should be sutured and the condition treated conservatively. 
He recommends that when a rapid dilatation of a resistant cervix is 
required, anterior hysterotomy as described by Duhrssen should be per- 
formed rather than a rupture of the cervix risked. 

Infarction of the uterus and the adnexa. ‘The writer points out that this 
condition is very rare because of the excellent symmetrical collateral circu- 
lation in the uterus and adnexa. He describes a very unusual case in 
which this gross damage followed the injection of a strong solution of lysol 
into the uterine cavity to procure abortion. He is of opinion that it was 
the rapid absorption of this strong soapy solution which produced the 
bilateral symmetrical thrombosis of the uterine and ovarian veins. The 
symptoms of the patient resembled those of peritonitis, and death followed 
operation. 
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A new form of curette. The author describes a form of curette with an 
adjustable guard on the stem which prevents its introduction too far 
through the cervix. By this device he hopes to prevent perforation of the 
uterus, but while this may prevent the curette being driven through the 
fundus it will not prevent it being driven through some weakened lower 
portion of the uterine wall. 


Minchener Medizinische Wochenschrift. 
No. 39, September 29th, 1922. 
Chronic pseudomembranous bronchitis and pregnancy. WORNER. 
No. 40, October 6th, 1922. 
Birth injuries of the brain. SCHWARTz. 
No. 43, October 27th, 1922. 

Explanation of torsion of the pedicle in internal organs, with special 
reference to the torsion strangulation and knotting of the umbilical 
cord. SCHAELZ. 

No. 44, November 3rd, 1922. 
An unusual indication for radiotherapy in gynaecology. MARTINS. 
No. 46, November 17th, 1922. 

The nature of angiospasm of birth. HINSEILMANN. 

Thyroid and essential bleeding from the uterus. KRAUTER. 

Iodinascin in midwifery and gynecology. HOFFFMANN. 

Embryotomy of living child in a protracted transverse lie. DURLACHER. 

No. 47, November 24th, 1922. 

The diagnosis of gynzecological changes in the pelvis by pneumoperito- 
neum and R6éntgen rays. POLANO and DIETL. 

Leukeemia in pregnancy. Hausam. 

No. 50, December 15th, 1922. 

On the importance of the constitution in midwifery and gynzecology. 
MAYER. 

A promising therapy of male and female gonorrhoea. VEINING. 

— F. Be Es 
Zentralblatt f. Gynakologie. 
No. 44, November qth, 1922. 

Explanation of the torsion, strangulation and knotting of the umbilical 
cord. H. SELLHEIM, 

*On birth in twilight-sleep with scopolamine-paramorfan. H. Kossow. 

*On the therapy of inflammatory diseases of the corporeal and cervical 
mucosa. R. JOUCHIMOWITS., 

The curve of blood platelets and menstruation. R. PFEIFFER and Horr. 

Secondary stenosis of the introitus vaginee. C. STANCA, 

Further remarks to my paper in the Zentralb. fiir Gynekol., 1922, No. 25: 
“The radical operation of hernia inguinalis and femoralis by making 
plastic use of the uterus from the abdominal cavity, together with 
laparotomy for other reasons; a new method.” H. HELLENDALL.. 

No. 45, November 11th, 1922. 
Hypnosis in gynecology and obstetrics and narcohypnosis. B. HALLAUER. 
Fatal results of a wrong diagnosis. W. SIGWART. 
*On vaginal cysts. R. HORNUNG, 
On the lighting of gynzecological operation rooms. H. NEVERMANN. 
Sclampsia with more than 200 convulsions. R. Horstr. 
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No. 46, November 18th, 1922. 

*Therapeutic experiments in gonorrhoea with fresh vaccine and injection of 
living gonococci in human beings. A. LOESER. 

Primary completed abdominal pregnancy. E. BRUGNATELLI. 

Therapy with protein bodies in febrile abortion. W. Simon. 

*The treatment of atonic haemorrhage in Cresarean section. W. SIGWART. 
Frequency of the application of forceps and infant mortality. F. HEINLEIN. 
Remarks on the time of development of polypous myomata. H. BECKER. 
Therapy of dysmenorrhcea by dilatation of the cervix and the cavum uteri. 

H. GANSSFAUER, 
No. 47, November 25th, 1922. 

On icterus neonatorum. G, RINZENMEIER. 

Testing the liver function according to Widal (hemoclasic crisis) in preg- 
nancy. G, KABOTH, 

On the therapy of infectious processes in the abdominal cavity. E. 
PRIBRAM. 

On the weight at birth and the development of the new-born in the first 
days and the faculty of suckling by the mother in post-war times. G. 
PRIBRAM and Rau. 

Rupture of the symphysis intra-partum. R. HORNUNG. 

Remarks on I,. Rosenblatt’s paper on ‘‘ The action of camphor on the 
suckling breast,’ Zentralb. fiir Gynekol., No. 38. R. TEMESVARY. 


No. 48, December 2nd, 1922. 

Remarks on the subpellucid cells of the human ovum. H. HINSELMANN. 

A peculiar case of post-partum haemorrhage. A. SIPPEL. 

Remarks on subcutaneous emphysema during labour. K. RIEDIGER. 

The collective statistics of febrile abortion. A. DretricH. 

Eclampsia statistics in Baden for the year 1920 with special considerations 
of the diet. W. GESSNER. 

The treatment of benign diseases of the uterus with radium (500 cases). 
H. SCHADEL. 

No. 49, December goth, 1922. 

Difficulties of the fluor problem. TH. v. JASCHKE. 

Spontaneous birth in total heart-block. W. WaAtz. 

*Clinical and experimental research on the question of blood *transfusion. 
I,. NURNBERGER. 

The rapidity of the descent of blood corpuscles as a diagnostic in gyne- 
cology. R. PEwny. 

Pregnancy and labour after operative reposition of inversio uteri puer- 
peralis totalis. K. TEUFIK. : 

R6ntgen-ray treatment of gynaecological haemorrhages. H. HIRScH. 

Remarks on tubal torsion. J. SCHWARTZ. 

Remarks on the torsion of healthy adnexa in childhood. F. NEUGEBAUER. 

On the lighting of operation rooms according to Zeiss with ‘‘Kugelspielgel- 
lampen.”’ H. HARTINGER. 


No. 50, December 16th, 1922. 
Pulvermacher and my explanation of torsion of ovarian cysts. H. SELL- 
HEIM. 
On the question of biological chemical fluor therapy. B. SCHWEITZER. 
On the eticlogy and therapy of tubal gravidity. E. MAUTNER, 
Determination of sex. D. G, WESSELINK, 
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Increased inoperability of carcinoma in Germany during and after the war. 
H. NAUJOKS. 

-arametric haematoma after torsion of the adnexa. H. BECKER. 

Bacteriological indication in the treatment of febrile abortion. E. SAcHs. 


No. 51, December 23th, 1922. 
*On the Roentgen treatment of amenorrhcea and other diseases founded on 
hypofunction of the ovaries. H. THALER. 
The significance of the corpus luteum for the female organism. T. 
WICZYNSKI. 
Reply to A. Miiller’s article: ‘‘ Corpus luteum cysts and physiological 
ascites in women,”’ Zentralb. fiir Gynekol., No. 41. J. NOVAK. 
Neus during pregnancy. A. DIETRICH. 
Teratoma of the left ovary delivered through the rectum. J. OHRENSTEIN. 
No. 52, December 30th, 1922. 
Birth in brow presentation with transverse sagittal suture. F. HEINLEIN. 
On X-ray treatment of inoperable carcinoma of the cervix uteri. W. 
SIEGEL. 
No. 1, January 6th, 1923. 
On graviditas ovarica, fibrice ovaricee and paratubaria. O,. HOCHNE. 
*Sexual pathological questions in the light of the research in parabiosis. 
R. NISSEN. 
X-ray treatment of the spleen in gyneecological haemorrhage. I. NURN- 
BERGER. 
On the therapy of pruritus vulvee with special reference to sprue and 
trichomonas. A. LITTAUER. 
Intraligamentary ganglion neuroma. W. STOECKEL,. 
*Cystoma serosum simplex permagnum. W. WEICHER. 
Nos, 2 and 3 were not received, 
No. 4, January 27th, 1923. 
On advanced tubal pregnancy. O. HOCHNE. 
Four cases of placental tumours. R. MEYER. 
On the manifestation of latent cerebral focal symptoms in toxeemia of 
pregnancy. R. APEL. 
Foetal heart troubles from central irritation in non-contracting uterus. 
ZIMMERMANN. 
*xperiences with collifixura uteri. W. BENTHIN. 

On birth in  twilight-sleep with scopolamine-paramorfan. Scopolamine- 
paramorfan, which has been used in the Dresden Hospital (Kehrer) in 50 
cases (first 0.0007 scopolamine and 0.02 paramorfan, and later again 0.0003 
scopolamine and 0.02 paramorfan) is said not to exercise a bad influence on 
the child. Only 16 children cried when born; in 32 cases the children were 
more or less oligopneeic, and two children died owing to poisoning with 
scopolamine-paramorfan. 

On the therapy of inflammatory diseases of the corporeal and _ cervical 
mucosa. ‘The author treats gonorrhoeal cervicitis locally with terpene 
preparations, and has seen good results of a 25 per cent. emulsion of cineol 
with 1 per cent. carrogen and of cineolresorcine. He advocates an addi- 
tional treatment of etheric oils per os or per clysma. 

On vaginal cysts. ‘The well-known congenital cysts that originate in the 
rests of the Gartner or Miillerian duct are not mentioned, but mention is 
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made of a case of a traumatic epithelial cyst, a real implantation cyst, 
arising from a fragment of vaginal mucosa, which had been left in the 
wound at a former perineoplastic operation. 

Therapeutic treatments of gonorrhoea with fresh vaccine and injection of 
living gonococci in human _ beings It is well known that vaccines that 
have been preserved some time lose their efficiency. Loeser has made 
vaccines from fresh gonorrhoea cases and cultures were selected which had 
been made insensible, i.e., ‘ vaccine fast ”’ by a previous resultless vaccine 
treatment. Vaccines prepared in this way yielded a cure after three to four 
injections, and consequently the more accustomed to the human medium a 
culture of gonococci is the better a vaccine prepared from it works. 
Loeser investigated whether injection with living gonococci, i.e., a kind of 
active immunization, would give still better results. Favourable results 
were obtained in 45 cases. The best results were obtained in patients 
treated with a culture of gonococci prepared from subacute cervix gonor- 
rhoea (of 15 patients, 10 were cured; observation period, three months). 

The treatment of atonic bleedings in Casarean section. Sigwart found that 
ether poured into the abdominal cavity in peritonitis causes peristaltic 
contractions of the bowel, especially of the colon. This made him pour 
ether into the open uterus and rub the uterus with gauze soaked in ether 
in cases of atony of the uterus in Cresarean section. In cases in which this 
method was employed the reaction was immediate, the uterus hardening 
immediately. Sigwart is of opinion that the irritation of the peritoneum 
is the principal point. 

Clinical and experimental research on blood transfusion. It has been proved 
that the cause of the transfusion shock (dyspnoea, cyanosis, restlessness, 
feeling of oppression, small pulse, sensation of heat, pain in the back) is 
due to the presence of hemagglutinin in the blood of the receiver. 
Heemolysin in the blood of donor and receiver is always without any conse- 
quence and generally also the presence of haemagglutinin in the blood of 
the donor. In order to ascertain whether heemagglutinins are found in the 
receiver’s blood the following simple method is advised: a drop of 10 per 
cent. sodium citrate is laid on a slide and mixed with a drop of blood of 
the donor and of the receiver. If heemagglutinin is present agglutination 
sets in within one to three minutes (it may be seen macroscopically, but 
very easily under the microscope). Further, it has been proved that blood, 
obtained by bleeding and which could not be used immediately for transfu- 
sion, can be preserved for months in ice in closed ampoules, without the 
blood corpuscles being morphologically changed and without the faculty of 
binding oxygen being lessened, if only it is caught sterile in ampoules with 
1 per cent. of sodium citrate. Niirnberger has used blood preserved in this 
way for one month for transfusion without any unfavourable results. 

On the Roentgen treatment of amenorrhoea and other diseases founded on 
hypofunction of the ovaries. ‘Thaler has tried to cure those disturbances of 
menstruation which he considers to be due to hypofunction of the ovaries, by 
treating the ovaries with small doses of Roentgen-rays, which, according 
to him, have an irritating action. (For the proper technique see the 
original article.) In 55 cases of secondary amenorrhcea (amenorrhoea in 
bad general conditions or with palpable changes of the adnexa excluded !) 
menstruation set in and continued after a week of X-ray treatment in 36 
cases. In seven cases of primary amenorrhcea in women who had not 
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‘ menstruated at all, he obtained this result seven times. Too frequent and 
too profuse menstruation the author considers to be a result of lessened 
ovarian function. In 32 women of this group—including four girls with 
hemorrhage at puberty—he had success in regulating menstruation in 11 
cases. Fifteen women who menstruated at abnormally long intervals and 
in abnormally small quantities formed a third group. Of these, 12 were 
ameliorated. Also in dysmenorrhcea the treatment had a favourable 
influence. 

Sexual pathological questions in the light of the research in parabiosis. 
The study of the changes in the bodies of two united rats has already 
yielded several interesting results. If a pregnant and non-pregnant animal 
are united, we find in the corpora lutea of the non-pregnant partner a great 
quantity of lipoid; these corpora lutea then show a strong resemblance to 
those in pregnancy. When a non-pregnant animal was united to a preg- 
nant one about term, general exhaustion, sometimes accompanied by attacks 
of convulsions, show themselves in the non-pregnant animal several hours 
before the beginning of labour. These convulsions often ended in the death 
of the non-pregnant partner, whilst the other animal gave birth to its 
young in the normal way. ‘This points to the fact that in the late pregnant 
organism poisonous matter specific for non-pregnant animals is formed, 
which causes contractions in the pregnant animal. The author also uses 
this method of parabiosis to control the theory of Steinach. During a 
parabiosis the genital glands of both partners show atrophy and degenera- 
tion of the gland parenchyma and an increase of the interstitial cells. An 
antagonistic formal influence of the genital gland must be denied, as well 
‘* rejuvenescence ’? owing to the increased “ puberty gland.’’ On the 
contrary, both animals show all the symptoms of fatal parabiosis poisoning. 


asa 


Cystoma serosum simplex permagnum. An ovarian cyst, weighing 52.5 
kilogrammes (the cyst wall alone weighed three kilogrammes) was removed 
from a Chinese woman weighing 88.9 kilogrammes, who had never been 
pregnant. T. A. WIJSENBEEK. 

The following abstracts are reprinted from ‘‘ MEDICAL, SCIENCE: 
ABSTRACTS AND REVIEWS,” by kind permission of the Medical Research 
Council. 

The occurrence of diphtheria bacilli in the vagina of pregnant and puerperal 
women and in the newly-born. ‘SUuKAHARA, I. Centralb. f. Bakteriol., Abt., 
I, 1922, 88, 366. Abstract from ‘‘ Medical Science : Abstracts and Reviews,”’ 
1923, vii, 4. 

During the last decade a considerable literature has accumulated on the 
occurrence of diphtheria and diphtheria bacilli in the newly-born, especially 
in lying-in institutions, foundling hospitals and homes for children. While 
some have attributed little significance to the mere occurrence of B. diphtheria 
in the newly-born, others have considered that it possesses considerable 
powers of setting up various morbid states. In a large number of cases the 
bacilli have been reported as occurring in the nose, and it has been supposed 
that the infection may come from the genital organs of the mother, 
especially as diphtheria bacilli have been stated to occur there. The present 
author made a careful examination of the bacteria in the maternal vulva 
and vagina and of the nose of the child in 60 individual cases and never 
found the true diphtheria bacillus. Eleven times, however, he found 
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diphtheroids distinguishable from Toeffler’s bacilli on biochemical tests, 
and he considers that errors in diagnosis have occurred from the neglect of 
such tests. He considers that diphtheria in the newly-born is a post-natal 
infection. W. B. 

The transmission of complement-fixing substances from mother to child. 
CooKE, J. V. Am. Rev. Tuberc., 1922, 6, 127133. Abstract from ‘‘ Medical 
Science : Abstracts and Reviews,’’ 1923, vii, 4. 

The examination by Rosencranz for complement-fixing substances in the 
umbilical blood of infants at birth has been repeated by Cooke, who used a 
whole bacterial emulsion antigen and inactivated serum. In several cases 
the blood of the mother and of the infant were examined some time after 
birth by the complement-fixing test. Complement-fixing antibodies were 
shown to have been transmitted from the maternal blood to the offspring in 
whom they persisted for a number of weeks. Usually they had disappeared 
after the second month, and always by the end of the third month. Cooke 
concludes that when an infant’s blood gives a positive complement-fixation 
test for tuberculosis, this reaction is not evidence of tuberculous infection 
of the infant, since these fixing substances are not formed during the first 
year of life. The presence of such fixation is noted only when the fixing 
substances are transferred from the mother. ‘The transmission of comple- 
ment-fixing antibodies in tuberculosis is not accompanied by a transmission 
of substances which render the skin sensitive to tuberculin. Coat) Ue 

Inorganic phosphate content of breast-milk of mothers with normal and 
rachitic infants. von MryskNuury, IL. Am. J. Dis. Child., 1922, 24, 200. 
Abstract from ‘ Medical Science : Abstracts and Reviews,’’ 1923, vii, 4. 

There is no reduction in inorganic phosphate content of the breast milk 
on which infants develop rickets. Confirms finding of previous observers 
that the inorganic phosphate of the serum is reduced in rickets. 

Oo. V. DEW. 

Evaluation of the hormone of the infundibulum of the pituitary gland in 
terms of histamine, with experiments on the action of repeated injections of 
the hormone on the blood pressure. ApeL, J. J., and Roum.rr, C. A. JI. 
Pharmacol, Exp. Therap., 1922, 20, 65. Abstract from ‘‘ Medical Science : 
Abstracts and Reviews, 1923, vii, 4. 

The authors describe a preparation of the pressor-oxytocic principle of 
the infundibulum which is actually equal to 20 to 30 times its weight of 
the acid concentrate of histamine. It is estimated that when the active 
principle is freed entirely from inert matter it will be found to be, weight 
for weight, 4o to 50 times more powerful in its action on the guinea-pig 
uterus than histamine. The hypophysis of the ox does not contain more 
than 2 mgm, of the oxytocic principle. The solution obtained exhibits all 
the characteristic physiological activities of saline extracts of infundibulum. 
Results obtained with relatively pure solution and with salts obtained from 
them lead to the belief that the vasomotor oxytocic and renal activities are 
due to one and the same hormone. The infundibulum also contains 
depressor substances which have been described in previous papers. The 
methods used by the authors in the present work effect complete separation 
of the pressor-oxytocic substances from these depressor substances. 

C: S: L. W. 

I.—Influence of deep radium and X-ray treatment on the process of repro- 
duction. Werner, P. Munch. med. Wehnschr., 1921, 68, 767. (Am. J]. Obst. 
and Gyn@c., 1921, 4, 332.) 
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II.—Pregnancy and birth after X-ray treatment of the myomatous uterus. 

STENGER. Schweiz. med. Wcehnschr., 1921, ii, 1084. (Am, J. Obst. and 
GYN@C., 1922, 4, 334.) 


I1I.—Danger of X-rays to foetus. ASCHENHEIM, FE. Arch. f. Kinderh., 1920, 
68, 28. (Am. J. Obst. and Gynec., 1922, 4, 334.) Abstract from ‘‘ Medical 
Science : Abstracts and Reviews,’’ 1923, vii, 4 

I.—It seems to be agreed that deep radiation does not inhibit the power 
of conception, disturb parturition, or predispose to abortion or premature 
labour. ‘The fate of the children of women thus irradiated is not so certain : 
some authors state that varying degrees of monstrosities result, others 
disagree with this view entirely. The author gives the results in a series 
of 1,512 cases treated by X-rays or radium: 24 pregnancies subsequently 
occurred; of these, 13 were full-term with a living child, 1 four weeks’ 
premature labour, 9 abortions from the second to fifth month, and 7 ter- 
minated by hysterectomy for myomata. Of the abortions, 3 were induced, 
6 spontaneous. All labours were normal; eclampsia developed in one case 
during labour. All the children appeared normal at birth; 4 have died, the 
premature in 8 hours from general weakness, and the other 3 from inter- 
current disease. Of the living children 6, between 2 months and 3 years, 
seem normal mentally and physically; 4, between 6 and 8 years, became 
deficient in height and weight in the fourth and fifth year. In two other 
cases treatment was continued alter the onset of pregnancy : the first went 
to term and was delivered of a fully developed normal child; the second 
went four weeks over time and was delivered of an undeveloped child 18 ins. 
in length, weighing 44 lbs. The author’s conclusions are that after X-rays 
or radium pregnancy can occur, that there is no special danger to pregnancy 
or labour, that a tendency to abortion exists and that the child appears 
normal at birth, but that later on development appears to be retarded. 

II._-Stenger describes cases in which apparently healthy children were 
born after the uterus had.been irradiated for large myomata which dis- 
appeared; he concludes that impregnation had occurred before treatment 
or close to it, or that some of the primordial follicles were immune to the 
dose used, or not reached by the rays. He suggests that amenorrhcea may 
come on a month or two before sterilisation has taken place. If the patient 
be pregnant before treatment there is no reason to expect abortion or a 
maldeveloped child. Apparently the best time to attempt temporary 
sterilization is the first half of the intermenstrual period. 

IlI.—Aschenheim describes a child 34 years old that was microcephalic, 
with marked ophthalmic abnormalities. The mother was not syphilitic. 
He believes two X-ray treatments in the first month of pregnancy to be 
responsible for the defects in the child. 

With reference to this question readers should refer to the paper by 
Halsey Bagg, abstracted in Medical Science, 1922, vii, 174. P.L.-B. 


The radiation treatment of myomata and hemorrhagic metropathies since 
1914. ScHMID, R. Strahlentherapie, 1922, 13, 385—430. Abstract from 
‘Medical Science: Abstracts and Reviews,’’ 1923, vii, 6. 

This important analysis of radium therapy in benign gynecological 
conditions should be consulted by those specially interested, as it gives 
detailed references to the work of 18 clinics (indications, technique, and 
results). Tables are given summarizing the results of radium treatment 











84 Journal of Obstetrics and Gynecology 


and X-ray treatment, the latter having been the subject of a previous 
article. Over 100 references are given to the recent literature. 
J; ED: W. 

The results of treating climacteric hemorrhage by radium. HEYMAN, J. 
Acta Radiolog., 1922, 1, 471. Abstract from ‘‘ Medical Science : Abstracts 
and Reviews, 1923, vii, 6. 

The author states that it is specially in cases of menopausal haemorrhage 
that radiotherapy has found its place in gynecology. The question of 
technique is the one which he considers needs discussing. From 1916—1920, 
57 cases were treated, and of these 52 were treated at a late date. All the 
57 cases had severe haemorrhages, treated by other methods without success. 
He describes what is meant in the paper by favourable results, and his 
figures in his classification are 92.2 per cent. successes and 7.7 per cent. 
failures. Referring to the four failures he doubts whether they were due to 
the method used; one was a heemophilic, a second received radium treat- 
ment after X-rays with favourable results, the third case had an ovarian 
cyst, and the fourth alone could be classed as a failure, although there was 
some benefit for a year. Apart from the first three cases mentioned imme- 
diately above, treatment was as follows : 1 séance in 41 cases; 2 in 7 cases ; 
and 3 in one case. 

As regards technique, two methods have been used, (a) the intrauterine 
application of radium; (b) a vaginal application. The method of inserting 
the tubes is described. Of the 41 cases treated by the séance, 30 were 
intrauterine applications and 11 vaginal. ‘The result of both methods is 
almost the same. Neither method lead to complications, but sometimes the 
malaise after the intrauterine method was greater than from the vaginal. 
The results are equally satisfactory, and from the patient’s point of view 
one method has no advantage over the other. Since the distance from the 
uterine cavity to the ovaries is more constant than that from the vaginal 
vault to the ovaries the author thinks it more probable that a definite 
castration dose could be found for the intrauterine than for the vaginal 
method. 

The number of cases treated are not enough for a comparison between 
the value of X-rays and radium, but whichever method be used the author 
believes that a certain and permanent cure can be effected in cases of the 
type under consideration. PB. 1-8. 


Radium and radium therapy. NoGier, H. /. de radiol. et d’électrol., 1922, 
6, 152. Abstract from ‘‘ Medical Science: Abstracts and Reviews,’’ 1923, 
vii, 6. 

Radium is very efficacious in cancer. ‘There are cases of cures which 
date back more than five years in cases reported inoperable. Surgical 
statistics in the majority rest on operable cases, therefore favourable, whilst 
radium therapy statistics rest on desperate cases. When radium is applied 
to good cases we shall have lasting cures to place beside the best surgical 
statistics. When the cancer is generalized, neither surgery, radium, nor 
deep radiotherapy can bring about a cure. One can, however, prolong the 
life of the patients and relieve them by the use of these methods singly or 
combined. These methods should be continued, and it is this judicious 
combination which all surgeons working on the question of cancer wish for. 
If radium or X-rays are combined with surgery the radiations should come 
first ; the inverse method is bad and should be abandoned. S, E. L.-B, 








REPORTS OF SOCIETIES 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY, 
Meeting held on Thursday, January 4th, 1923. 
Dr. T. Watts EDEN, President, in the Chair. 

Mr. EARDLEY HOLLAND showed a specimen of ‘‘ primary carcinoma of the 
vagina,” particulars of which appear on p. 40 of this number of the Journal. 

Mr. STEVENS showed a specimen of ‘‘ squamous epithelioma of the 
vagina,” particulars of which appear on p. 42 of this number of the Journal. 

Dr. RussELI, ANDREWS said that fifteen years ago he had operated on a 
case of primary carcinoma of the upper part of the posterior vaginal wall, 
by removing the uterus and vagina by the vaginal route, and the patient 
had remained free from recurrence. He did not think that routine removal 
of the rectum was justifiable in cases of carcinoma of the vagina. 

Mr. CLIFFORD WHITE said he thought the question of excising the rectum 
as well as the uterus and vagina in advanced cases was an important one. 
He had done this on one occasion, by an extension of the ordinary abdomino- 
perineal method of excision of the rectum. The operation itself was not a 
specially difficult one, but he had experienced the greatest difficulty in 
covering the large cavity left, owing to the deficiency in peritoneal flaps. 
In spite of the presence of a large plug, inserted from below, a loop of small 
gut had prolapsed and the patient died with symptoms of intestinal obstruc- 
tion on the fifth day. 

Dr. HERBERT SPENCER showed a specimen of ‘ adenoma of the vaginal 
fornix simulating carcinoma of the cervix,’’ particulars of which appear on 
p. 44 of this number of the Journal. 

Mr. A. H. RICHARDSON showed a specimen of a ‘‘ uterus removed for 
carcinoma of the cervix after radium.’’ The case was one of carcinoma of 
the cervical canal with slight extension to the vaginal portion of the cervix. 
laparotomy was performed and an attempt was made to remove the uterus, 
but was given up on account of the fact that, on separating the bladder 
from the cervix the growth was opened into. Three weeks later a quantity 
of friable growth was scraped out of the cervical canal and 100 milligrams 
of radium was placed in the cavity and left in for 36 hours. Three months 
later the same amount of radium was again applied for the same time; two 
months later it was impossible to say, on examination, that there had ever 
been any growth, and it was decided to operate. The patient could not 
come into hospital because of domestic reasons. Six months later the 
operation was performed, and there was no difficulty in performing radical 
abdominal hysterectomy. 

The PRESIDENT and Mr. AUBREY GOODWIN showed two cases of “ car- 
cinoma of the cervix treated by radium before operation.” 

Case 1.—An extensive friable growth covered the whole cervix and 
extended over the left and posterior vaginal walls for an area of about 2 cm.; 
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the mobility of the uterus was impaired. The growth was scraped away 
with a sharp spoon and into the large cavity thus formed 200 mgm, of 
radium bromide was introduced and left for 24 hours. Nearly a month later 
no trace of the growth could be found on examination. Wertheim’s hys- 
terectomy was performed without difficulty. Examination of the specimen 
showed an cxtensive columnar-celled carcinoma of the upper part of the 
cervix, but the vaginal portion of the cervix and the vaginal cuff showed a 
healing, granulating surface with no malignant cells to be seen. 

Case 2.—There was a large irregular friable growth of the cervix which 
practically filled the upper part of the vaginal canal, extending upon the 
vaginal wall for a short distance. The growth was scraped away and 
160 mgm. of radium bromide was introduced in three tubes and left for 24 
hours. When the patient was examined 15 days later no trace of the growth 
could be found. ‘The uterus was removed without difficulty by Wertheim’s 
hysterectomy. 

Ixamination of the specimen showed that the cervix was hypertrophied 
and contained several hard whitish areas ; microscopically there was adeno- 
carcinoma of the cervix, showing hyaline changes and much round-celled 
infiltration of the growth. 

The PRESIDENT thought that malignant disease would in future be 
treated by a combination of wide surgical removal of the growth with free 
use of methods of radiation. In the case of cancer of the cervix, the use of 
radiuin before operation offered certain notable advantages. In the first 
place, a proliferating growth could be almost entirely got rid of by a single 
application of a sufficiently large amount of radium; this greatly simplified 
the subsequent operation, and might even render clamping of the vagina 
below the level of the growth unnecessary. In the second place, the risk of 
cancer implantation occurring during the operation was greatly reduced, 
for the sections showed that the cancer cells which remained in the zone of 
irradiation were much degenerated, and probably were incapable of being 
grafted successfully upon fresh tissues. In the case of a widespread growth 
such as that found in Case 1, the strictly local action of the radium was 
well shown, the portion of the cancer which was most distant from the 
external os being little affected. On this account as much as possible of 
the growth should be removed with the sharp spoon so that a cavity might 
be obtained in which the radium tube could be buried and thus brought in 
contact with the distant parts of the growth, 

Mr. SYDNEY FORSDIKE said that it was of small value to know the weight 
of radium used and the length of time for which it was employed unless the 
nature of the screens used was also known. It had been shown that the 
hard beta ray, plus the gamma ray, is approximately eight times as potent 
as the gamma ray alone. In advanced cases, with apparent cures, one must 
always regard indurated tissues with suspicion, for they frequently con- 
tained a potential neoplasm. He believed that the best way of treating 
deposits in the cellular tissue and pelvic glands was with the hard X-ray. 
Better results are claimed for the treatment of the local disease with radium 
and of the pelvic tissues with X-ray than with radium alone. The question 
arose whether radium should not be used at an earlier stage of the disease. 
Burrows (Manchester) only treated advanced cases referred to him by 
surgeons, and reported 12 per cent. remaining free from the disease for 
three to four and a half years, and concluded that this was the best he hoped 
for with advanced cases. 
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Mr. GORDON LUKER said that for the past two years he had been insert- 
ing 50 milligrams of radium into the cervical canal for 36 hours, from one 
to seven days before the operation. In nine cases followed up from nine 
months to two years there had been, so far, no local recurrence. In a few 
other cases another application of radium had been given three months 
after the operation. In doubtful cases he had seen the growth almost 
disappear, so that operation could easily be performed later. 

Dr. DONALDSON stated that this subject was being investigated by Dr. 
Canti and himself on behalf of the Gynecological Department at St. 
Bartholomew’s. So far 55 cases had been treated, and the majority were 
benefited for a time. In his opinion it was much too early to discuss the 
ultimate value of the treatment. It was quite obvious that the carcinoma 
could be destroyel locally in the cervix, but the problem remained how to 
free the parametric tissues and plands. At present he is trying two 
methods—(1) deep radiation by the operation invented by Doel (of Ghent) ; 
(2) by X-ray treatment. 

The most urgent need at present was a scientific basis for dosage. He 
was very doubtful whether the biological effect was the same if the amount 
of radium was doubled and the duration of exposure halved. He said that 
a chart of the histological findings, drawn up by Dr. Canti, suggested very 
strongly that the time factor and distribution of the radium were perhaps 
more important than the quantity of radium. 


Dr. ROBERT WISE read a short communication on a case of 
GLYCOSURIA WITH SOME DIABETIC SYMPTOMS IN A FIRST PREGNANCY, 


resulting in the death of the child, treated with success in a second 
pregnancy. 

The patient, aged 29, gave birth to a dead child during the eighth month 
of her first pregnancy, having previously suffered from severe symptoms of 
diabetes. During her second pregnancy she had intense general pruritus, 
weakness, great thirst, polyuria and about 10 per cent. to 15 per cent. 
of glucose in the urine. He treated her by diet and drugs. The foetal heart 
varied in rate and intensity, as also did the movements, according to the 
condition of the patient. She gradually improved and by the beginning of 
the ninth month all symptoms had disappeared, and there was very little 
sugar in the urine. About ten days before delivery the foetal head sank into 
the pelvis and the urine, for the first time, became free from sugar; this 
rapid change in the urine suggested a possible relief of some pressure, 
perhaps relieving some intestinal villi for their absorption work, or allowing 
more pancreatic secretion to pass. 

A living child was delivered at term, and mother and child both did well. 


Mr. CLIFFORD WHITE read a paper on 
INSTRUMENTS LEFT IN THE PERITONEAL CAVITY. 


The effects and results of this accident as shown by an analysis of . 44 
hitherto unpublished cases. 

Mr. White’s interest in these cases was aroused by having, on two 
occasions, to operate for the removal of instruments. In both cases the 
instrument had been left in the abdomen by someone else. The first case 
was one of spontaneous partial extrusion of a pair of haemostatic forceps 
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from the peritoneal cavity through the cervix. The patient had been 
operated on 19 years before for a tumour; seven years later she was delivered 
of a full-time child without difficulty, and had had moderate health. For 
a few years she had had attacks of abdominal pain and vomiting, for which 
a second operation was performed, and she was told she had adhesions in 
the lower abdomen which were so dense that nothing could be done. When 
Mr. White saw her he found a pointed metallic instrument protruding 
through the cervix and the body of the uterus was bulky. An X-ray 
photograph showed a Spencer Wells artery forceps with the handles in the 
left iliac fossa and the points in the cavity of the pelvis. Mr. White opened 
the abdomen and found that the points had eroded the uterus and that the 
handles had eroded the wall of the pelvic colon, and were lying inside the 
lumen of the gut. The forceps was removed and.a panhysterectomy per- 
formed; the hole in the gut was closed. The patient stood the operation 
well, but a fecal fistula persisted. After a few weeks she began to have 
peculiar attacks of collapse and cyanosis with loss of consciousness, and in 
one of these attacks the patient died six weeks after the operation. The 
case was an interesting one, because of the extrusion of the forceps through 
a tough, thick-walled organ like the uterus, and because of the long period 
that the forceps remained in the pelvic cavity. 

The second case was one in which a bone penholder was passed into the 
vagina by a patient who was unable to withdraw it. It remained in the 
pelvic cavity for three days. On opening the abdomen the penholder was 
found wrapped up in omentum and was easily removed, the patient making 
a good recoverey. Mr. White felt that very few cases of this accident were 
published ; it was obvious that the great majority of cases that were not 
the subject of legal action would never find their way into literature at all. 
To get details of unpublished cases he sent inquiries to surgeons in all 
parts of Great Britain; no names were asked for, but in order to obtain full, 
though anonymous, records, he posted printed forms with printed reply 
envelopes. He wished primarily to find out what risk there was to a 
patient if an instrument was allowed to remain, say, five or six days in the 
peritoneal cavity ; also after what interval of time the foreign body usually 
began to cause symptoms; also what was its usual effect on surrounding 
viscera. In Crossen’s valuable article a short tabular summary of 50 cases, 
collected from the literature, was given. From replies to his inquiries Mr. 
White received details of 39 cases; there were three specimens bearing on 
the subject in the Museum of the Royal College of Surgeons, making a total 
of 44 with the two cases recorded above. The foreign bodies found were 
29 artery forceps, two retractor blades, two glass rods, two bone knitting 
needles, two hairpins and a drainage tube, towel clip, uterine dilator, piece 
of needle, pin, bone penholder and stone, one each. Of the 44 patients, 11 
died, giving a mortality of 25 per cent. In all cases severe ulceration or 
erosion of the surrounding viscera was present. A consideration of the 
details of the cases shows that the best result is obtained by an immediate 
removal of the foreign body, if the patient’s condition will permit of a 
second operation. If the loss of the instrument is not noted at once, or if 
the condition of the patient contra-indicates an immediate second operation, 
there does not seem any grave risk in leaving it inside for a few days. A 
solid silver instrument does not seem to cause peritonitis so rapidly as a 
blood-soaked gauze sponge. Mr. White said that the frequency with which 
the accident occurred was a surprise to him. It was desirable to consider 
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what could be done to diminish the risk of the accident. The number of 
instruments should be reduced to the minimum; no instruments brought 
near the abdomen while the peritoneum is open should measure less than 
6in. in length; small towel clips should not be used; while operating all 
heemostatic forceps should be replaced by ligatures as soon as possible ; 
any instrument that has loose parts which are liable to become detached 
should be avoided. 

Dr. RUSSELL, ‘ANDREWS said that he once met with a remarkable case in 
which disaster occurred from leaving a tumour in the abdomen after separa- 
tion of all its attachments. An operator of experience opened the abdomen 
and showed Dr. Andrews a large hydrosalpinx on each side; he did not 
remain to see the operation completed, but the patient developed peritonitis 
and died. At the post mortem examination a large necrotic hydrosalpinx 
was found loose in the abdomen; this must be a very rare occurrence, 
otherwise it would be necessary to add a new rule to the old one which 
warns the operator to count his swabs and his forceps—namely, “ count 
your tumours.” 

Mr. ARTHUR GILES expressed his indebtedness to Mr. Clifford White for 
bringing forward this important subject, and his appreciation of the great 
amount of work involved in preparing such a paper. The important prac- 
tical side of the paper was how surgeons, in the future, could guard against 
the accident. He thought the two principal points were that as few instru- 
ments should be used as possible, and that operations should be done in 
such an orderly and methodical manner that the surgeon should know what 
his instruments were doing. 

Mr. BECKWITH WHITEHOUSE showed a specimen, consisting of half a bone 
knitting needle, which was removed from a married woman who had intro- 
duced the same through the uterus cavity for the purpose of procuring an 
abortion. The patient’s history was as follows : The catamenia, previously 
regular, ceased in August, 1917. Thinking that pregnancy had occurred, 
she introduced a bone needle into the uterus on October 25, 1917. Upon 
withdrawing the instrument it was noticed that half had been retained. 
Considerable pain occurred, and she consulted her medical attendant, who 
explored the uterus at once, removed a two months’ pregnancy, but failed 
to find any foreign body. No immediate complication occurred, and the 
patient made a sound recovery. The catamenia was resumed five weeks 
after the curetting. At the end of December, 1918, the patient noted 
abdominal pain, especially on bending, and she was referred by her medical 
attendant for further examination. A radiograph revealed the shadow of 
an elongated foreign body lying within the abdominal cavity. Laparotomy 
was performed on January 18, 1919, and the missing half of the needle 
removed from the peritoneum. ‘The foreign body was completely enveloped 
by omentum, but no wound of the viscera was noted. A scar was present 
at the fundus of the uterus, marking the point of entry of perforation. The 
patient made an uneventful recovery. 

Mr. EarpLeY HoriANp said that for several years he had adopted the 
rule of never using a short instrument in abdominal operations ; the shortest 
instrument he used was a dissecting forceps, measuring 7 inches, and his 
artery forceps, needle holder, scissors and other instruments all measured 
84 inches or more. This did not give absolute safety; but there was much 
less chance of leaving an instrument in the abdominal cavity if it was of 
such a length that one end would probably protrude from the wound. 
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SECTION OF OBSTETRICS AND GYNASCOLOGY, 
Meeting held on Thursday, February 1st, 1923. 
Dr. ‘IT. Watts EDEN, President, in the Chair. 


Dr. J. S. FArRBAIRN showed a specimen of (1) ‘a necrotic fibromyoma 
in a patient of 74 simulating cancer of the body.” 

This specimen was shown for its clinical interest; the patient gave a 
history of slight uterine heemorrhage with offensive discharge for two 
months. The cervix was atrophic but the uterus was somewhat enlarged. 
The cervix was dilated and the uterine cavity explored, and portions of 
necrotic material came away as the dilators were withdrawn and appeared 
sufficiently certain evidence of malignancy. The uterus was therefore 
removed by abdominal hysterectomy. Examination of the specimen showed 
it to be an innocent polypoid growth made up of cystic spaces lined with 
endometrial glandular tissue, and it could have been removed quite easily 
after dilatation of the cervix. Dr. Fairbairn said a simple growth of this 
type arising at such an age was outside his experience, and he wished to 
know if others present had met with similar cases. 

(2) “A cyst of the uterine cornu due to dilation of the interstitial portion 
of the tube.’’ 

The patient was operated on for an inflamed ovarian cyst, and both 
Fallopian tubes were found distended with blood-stained fluid. There was 
also a cystic swelling in the right cornu of the uterus ; the body of the uterus 
was removed as the nature of the cyst was uncertain. ‘The cyst was found 
to be lined by tubal mucous membrane and had evidently arisen by block- 
ing of the lumen by inflammation. 

Dr. HERBERT SPENCER mentioned a similar case to Dr. Fairbairn’s first, 
in which cancer of the body in an elderly patient was diagnosed, but was 
shown to be a sloughing fibroid at operation. 

The PRESIDENT thought that Dr. Fairbairn’s case showed that benign 
uterine tumours were a source of danger, even at an advanced age. 

Mr. BECKWITH WHITEHOUSE described a case of 

ADENOMATOSIS VAGINA}. 

The patient was a multipara aged qo, who had had constant muco- 
purulent vaginal discharge dating from a forceps delivery five years ago. 
Examination showed a very unusual condition of the vaginal vault; the 
cervix was lacerated and everted, and was the seat of numerous small cysts 
of the typical Nabothian type which had extended widely to the upper half 
of the vagina, so that the vaginal vault was completely studded with small 
cysts, varying in size from a pin’s head to a pea. The cervix was ampu- 
tated, several of the cysts were excised and the remainder obliterated by 
means of the cautery. The patient was now reported to be free from 
discharge. Microscopical examination showed the cysts to be lined by 

f cubical epithelium. »’The condition was probably one of chronic inflamma- 
tory rather than of embryological origin. 

Drs. WHITE Cooper and H. K. GRIFFITH communicated a case of 
INVERSION OF THE UTERUS OCCURRING IN THE THIRD WEEK OF THE 
PUERPERIUM. 

There was pronounced inertia of the uterus during labour which was 
terminated by forceps and with the help of pituitary extract.. There was 
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severe post partum hremorrhage in the third stage of labour. On the 14th 
day of the puerperium the patient sneezed several times, and this was 
followed by bright haemorrhage from the vagina, at the same time the 
temperature rose and during the next two days the patient had rigors. On 
examination the uterus. was found to be inverted. Under an anzesthetic 
the uterus was re-inverted, but the fundus slipped back quickly through 
the cervix, so the uterus was again replaced and the cavity packed with 
gauze soaked in flavine. The gauze was slowly withdrawn, beginning 
twenty-four hours after the operation, and was completely removed at the 
end of the third day. The patient made a good recovery. 

Dr. Barris thought it more likely that the inversion in this case began 
immediately after labour and was only completed on the 14th day, when 
the authors noticed it. He also thought it better to delay reposition of the 
uterus and to save the patient, when she was in a bad condition, from the 
shock of manipulation, from the anzesthetic and from the dangers of sepsis. 
In these cases the uterus involuted well and did not bleed whilst. still 
inverted. It was better to replace the uterus at a later date by means of 
Aveling’s repositor. 

Drs. WHITE Cooper and H. Kk. Grirritn related a case of 

OBSTRUCTED LABOUR DUK TO A CONTRACTION RING. 

After the patient, a primigravida, aged 32, had been in labour for three 
days, examination under anesthesia showed a tight ring of contracted 
uterus in front of the shoulders preventing them coming down and prevent- 
ing also version being performed. Steady traction by forceps failed to 
move the foetus. It was then decided to perforate and crush the head and 
then do version and use the breech to dilate the ring; when the crushing 
was nearly completed the ring was felt to relax and the foetus was quickly 
extracted by version. 

Mr. GiL.iatt said he thought this case was not one of contraction ring, 
but of tonic contraction of the uterus. 


Dr. S. J. CAMERON read a paper on 
‘THE TECHNIOUER OF CASSAREAN SECTION, 


The author said his object was to relate briefly the technique which had 
enabled him to perform 107 successive cases of Caesarean section in rachitic 
subjects with only one death. It was a decided advantage to have patients 
under observation for some days before the operation, in order that minor 
ailments might be treated ; for example, special attention should be paid to 
“colds ’’ as rachitic patients were very susceptible to pulmonary complica- 
tions after operation. Chloroform is preferable to ether as an anzesthetic. 
The fatal case in his series died from broncho-pneumonia. Perhaps the 
most important danger to be considered was sepsis. The author now 
performed craniotomy in most patients who had been repeatedly subjected 
to vaginal examination before admission to hospital, and in all cases, if the 
membranes had been ruptured for longer than twelve hours. The abdominal 
incision was best made through the right rectus sheath. As regards cases 
of repeated Czesarean section, where there were numerous and dense 
adhesions in the region of the former scar or scars, Dr. Cameron thought it 
advisable not to divide these adhesions, but to avoid them by evacuating 
the uterine contents by transverse incision in the abdominal and uterine 
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walls. He paid great attention to packing the uterus off from the peritoneal 
cavity before he opened it. He used two knives, one for opening the 
abdomen, the other for incising the uterus. He had given up mattress 
sutures for closing the uterine incision, and now used interrupted sutures 
of catgut reinforced by three interrupted sutures of silk. He thought the 
free use of silk within the abdomen was unjustifiable, as, if infected, it 
might lead to the formation of a sinus; he had seen two cases of uterine 
sinus or fistula resulting from infected silk sutures; each month these 
women had menstruated on to the abdominal wall. He did not favour the 
lower uterine segment operation, though it certainly seemed to have 
diminished the liability to rupture of the scar on a subsequent occasion. 
It was a difficult operation, and it should be remembered that maternity 
homes staffed by general practitioners were being opened in all parts of the 
country. Before the patient left the operating table the surgeon should 
compress the uterus through the abdominal wall, and if a trickle of blood 
failed to appear the probability was that a retained portion of membrane 
was occluding the os; in such a case the index finger should be introduced 
into the sterilized vagina and forced up the cervical canal. 

Mr. BECKWITH WHITEHOUSE and Dr. HENRY FEATHERSTONE read a paper 
on 


A NOTE OF TWO CASES OF CASSAREAN SECTION UNDER SPINAL, ANASSTHESIA WITH 
TROPACOCAINE, 


The first case was one of pregnancy complicated by chronic nephritis 
and diabetes. ‘The second was one of ante-partum haemorrhage. In both 
cases the anesthesia was in every way satisfactory and the result to mother 
and child extremely good. Three points were worthy of notice: (1) The 
infant cried lustily as soon as extracted and presented a very different 
appearance to that often seen when inhalation narcosis is employed. (2) The 
tone of the uterus; as soon as the child was extracted the uterus contracted 
firmly and partly expelled the placenta through the uterine incision. (3) 
The operation was practically bloodless, due to the tone of the uterus. 

Mr. MILkS PHILLIPS appreciated Dr. Cameron’s paper chiefly for the 
large number of technical tips it contained ; the wonderfully low mortality, 
he thought, was chiefly due to the wise rules for the selection of cases 
suitable for Caesarean section, 

Dr. Barris thought spinal anaesthesia a good method in certain condi- 
tions such as morbus cordis, diabetes or pulmonary complications; but the 
use of morphia was excluded for the sake of the child, and he therefore 
preferred, for routine cases, to perform the operation under a general 
anesthetic. 

Dr. HERBERT SPENCER said that Professor Barr had published a series of 
97 selected cases without a death—a better series even than Dr. Cameron’s. 
But he thought that both these obstetricians made such a selection of cases 
as must lead to the unnecessary sacrifice of many children’s lives. He saw 
no reason for refusing to perform Cesarean section when the patient had 
been examined and the membranes ruptured for twelve hours; so far he 
had only lost one case of Cesarean section for contracted pelvis, a case 
already infected at the time of operation, which should have been dealt with 
by total abdominal hysterectomy, an alternative to craniotomy not men- 
tioned by Dr. Cameron, 
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NORTH OF ENGLAND OBSTETRICAL AND GYNASCOLOGICAT, 
SOCIETY. 
An Ordinary Meeting of the Society was held at Sheffield on November 17th, 
1922. 
Mr. HAROLD CLIFFORD (Manchester), President, in the Chair. 
The following were unanimously elected members of the Society : 
Isabel M. Collier, M.B., Ch.B., M.R.C.S., L.R.C.P., Winterdene, Green- 
bank Drive, Liverpool. 
William Foster Rawson, F.R.C.S.E., M.R.C.S., L.R.C.P., Grove House, 
Easby Road, Bradford. 


The Present (Mr. Haronp CiirForp) read a Valedictory Address on 
SOME REMARKS ON THE HISTORY OF ABDOMINAL, SECTION, 

After some introductory remarks the President continued :—In choosing 
a subject for my valedictory address it occurred to me that the history of 
abdominal section might provide sufficient interest to occupy your attention 
for a short time. The literature connected therewith is not voluminous. 

Concerning abdominal section in the very early days I have been able 
to find but few details; there is ample proof, however, that long before the 
time of Christ abdominal sections were performed for diseases of the liver 
and gall-bladder, and for removal of the ovaries in connection with cere- 
monial or religious rites, 

Celsus, in the first century A.D., discusses in great detail operations for 
the radical cure of hernia and methods of treating wounds of the intestine, 
the latter of which are so interesting that I think Chapter 16 of the seventh 
book is worth quoting in full. The rather quaint English of Dr. Greave’s 
translation, published in 1756, suits the subject. 


‘‘ Sometimes the belly is perforated by a wound, upon which the 
intestines roll out. When this happens it must be first of all considered 
whether they be unhurt; and then whether they retain their natural 
colour. If the smaller intestine be perforated, I have already observed, 
that there is no cure for it. The large intestine may be sewed, not that 
there is any reliance on the cure, but because a doubtful hope is preferable 
to certain despair: for it sometimes reunites. However, if either the 
intestine be livid, or pale, or black, which symptoms also are necessarily 
attended with a want of sensation, all remedies are vain. But if they 
yet retain their proper colour, they must be treated with great expedition, 
for they are changed in a moment when exposed to the external air, which 
they are not accustomed to. The patient must be laid on his back, with 
his hips raised pretty high, and if the wound be so narrow, that the 
intestines cannot be conveniently reduced, a sufficient opening must be 
made by incision. And if the intestines are already become too dry, they 
must be washed with water mixed with a little oil. Then the assistant 
ought gently to separate the lips of the wound with his hands, or even 
with two hooks passed through the peritonceum, and the physician must 
insert those intestines first, that came out last, in such a manner as to 
preserve the order of their several convolutions. When they are all 
replaced, the patient must be shook gently, which causes all the intestines 
to return to their proper places, and settle there. These being lodged, 
the omentum must also be considered ; and if any part of that be already 











94 Journal of Obstetrics and Gynecology 


black or mortified, it must be cut off by the scissors; if any of it is found, 
it must be reduced upon the intestine. Now neither a suture of the skin 
alone, nor of the interior membrane is sufficient, but both of them 
together. And that must be performed with two threads, and sewed closer 
than in other places; because it may both be more easily broke by the 
motion of the belly, and this part is not so liable to violent inflammations. 
Therefore threads are to be put into two needles, and these held in both 
hands; the interior membrane must be sewed first, beginning at the 
extremity of the wound, in such a manner, that the needle may pass 
from the internal towards the external part, the left hand carrying it 
through the right lip, and the right hand through the left; by which 
means the points of the needles are always farthest from the intestines, 
and the blunt part next to them. When each side is pierced once, the 
needles must be changed in the hands, that the needle, which was in the 
left hand may be in the right, and that come into the left, which the right 
held before: and in the same manner they must pass through the lips 
again; and also a third and fourth time, and so on, the hands each time 
interchanging the needles, and thus the wound must be closed. Then 
the same threads and needles must be brought to the skin, and in like 
manner both sutures be performed on that part too; the needles always 
passing from the internal part, and from the one hand to the other. 
Afterwards agglutinants must be applied: to which ’tis needless to 
repeat from time to time, that ’tis necessary to add cither sponge or 
sordid wool squeezed out of vinegar. When these are applied, a gentle 
bandage ought to be passed round the belly.” 


You will notice that the technique of Celsus was markedly similar to 
that of the present day. A modified Trendelenburg position is suggested 
and the abdominal wall is closed in two layers. Celsus also realized that 
the peritoneum was not so much to be dreaded as some later surgeons 
thought. One other striking point is that he considered wounds of the 
small intestine more dangerous than those of the large, and this view was 
held very strongly by surgeons in the first half of the nineteenth century 
as shown by Ballingall in his ‘f Outlines of Military Surgery.”? The reverse, 
however, appears to have been the case in the late war, at any rate, in those 
cases which were operated on. 

For the next 1,500 years or so I have not discovered anything concerning 
details of abdominal operations which are of any interest. 

In the year 1500 Jacob Nufer, a sow-gilder, is reported to have performed 
Cresarean section on his wife successfully, and in 1580 15 successful cases 
were reported by Rousset. 

In 1663 van Roonhuyze published a book in which he gave an account 
of Ceesarean section (illustrated) and reports of extrauterine pregnancy and 
rupture of the uterus, and apparently at the time laparotomy was performed 
with some frequency. 

In 1701 Dr. Houston operated on a woman for a large ovarian cyst, but 
it is probable that he only evacuated the contents and did not remove the 
cyst wall. This operation gave rise to much discussion more than a 
hundred years later when surgeons were trying to place the credit for the 
first ovariotomy, as we understand the term, on the right shoulders. ; 

In 1790, and again in 1799, Wm, Baynham of Virginia, did a laparotomy 
for extrauterine pregnancy. 
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The modern history of abdominal section begins in 1809 when Ephraim 
McDowell deliberately performed his first ovariotomy, removing the cyst 
after ligaturing the pedicle—the ligature being left long and brought out 
at the lower end of the abdominal wound. ‘The patient lived for many 
years after this. He operated on 12 other patients in the next few years, 
in eight with success. 

It is perhaps worth mentioning that in 1810 Merrem performed pylorec- 
tomy experimentally with success, though the operation, apparently, did 
not come into use until many years later. 

Ovariotomy was only performed on very few occasions for some years 
after McDowell’s first case, and Lizars, of Edinburgh, was the first to 
perform the operation in Great Britain. In 1824 and 1825 he performed the 
operation four times, once with success. 

In 1842 ether was introduced as a general anesthetic, and came into 
common use about 1846, after which abdominal operations, like all others, 
were much more frequently performed, so that by 1860 John Clay of 
Birmingham was able to tabulate 242 successful and 183 unsuccessful 
ovariotomies in addition to numerous attempts which had to be abandoned. 

In 1843 Charles Clay, of Manchester, performed the first hysterectomy 
for fibroid tumour of the uterus with success’ on a patient in whom the 
condition was diagnosed as an ovarian tumour. 

From the introduction of general anresthetics to the time of Lister (who 
first used carbolic acid as an antiseptic in 1865) there were constant argu- 
ments between those who practised the intraperitoneal treatment of the 
pedicle and those who believed in the extraperitoneal method in which it 
was anchored to the lower angle of the wound. I remember when I first 
held a resident obstetric appointment I had to have pedille pins and 
an ecraseur in readiness in cases of abdominal hysterectomy although I 
never saw them used. 

In conclusion, I must thank Dr. Comrie, Lecturer in Medical History at 
Edinburgh, for supplying me with several useful references and express my 
appreciation of your kindness in listening to these somewhat disconnected 
remarks. 


RUPTURED INTERSTITIAL PREGNANCY. 


Mr. LEYLAND ROBINSON (Liverpool) showed a specimen removed from a 
childless woman of 32 who gave a history of one abortion (at 11 weeks) in 
April 1922, and amenorrhcea since June 27th, 

She was believed to be pregnant and there were no unusual symptoms 
until October 12th when she suddenly fainted alter preparing her husband’s 
breakfast; on examination at. noon she wes collapsed and pulseless with 
signs of free fluid in the abdomen and an indefinite swelling in the right 
lateral fornix there was no vaginal bleeding. 

‘Immediate operation was considered inadvisable on account of the 
profound degree of shock, but the abdomen was opened at 8.0 p.m, when a 
four months’ foetus and much free blood were found in the abdominal cavity. 

Springing from the right side of the fundus of an otherwise normal 
uterus was a large ruptured gestation sac which was excised and later 
found to be an interstitial pregnancy. The tube and round ligament were 
attached to the lower part of the external surface of the sac, the ovary to 
the postero-internal margin. 

The rupture had occurred at the upper pole and measured two inches in 
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length. Sections were made from the site of the rupture and the uterine 
attachment of the sac; the former showed villi in a fibrous stroma (chiefly 
peritoneum), the latter uterine muscle in which the lumen of the tube was 
plainly visible. Hardly any decidual cells were discovered in either section. 

The operation was one of urgency, and careful examination of the pelvic 
organs was impossible, but there were certainly no.obvious signs of incom- 
plete fusion of the Miillerian ducts. 

A tentative diagnosis of ruptured bicornute uterus had been made but 
was withdrawn later on after more careful examination of the specimen. 

The patient made a good recovery. 

Mr. Mines Puiniirs (Sheffield) agreed that the gestation sac must have 
been in the interstitial portion of a tube and not in the rudimentary horn 
of a bicornute uterus because it had been excised from the cornu of the 
uterus and not from just above the region of the supravaginal cervix. 

Again, microscopic examination of the cut surface showed tubal and not 
uterine mucosa. It was the most rare variety of tubal pregnancy, and he 
had only seen it once in over 150 cases of ectopic pregnancy. 

Mr. W. GouGu (Leeds) understood that the patient was not operated on 
immediately, and asked if any improvement took place in the meantime. 
He himself believed in immediate operation as he had seen a case terminate 
fatally within an hour of the onset of symptoms. 

Mr. W. W. KING (Sheffield) thought that immediate operation was unwise 
where the shock was profound. The shock was due largely to peritoneal 
irritation and not to actual blood loss. 

Mr. Curr (Sheffield) thought the question of immediate operation 
depended on whether the case was one of rupture or tubal abortion. The 
cases seen in the wards of a general hospital were practically all cases of 
perforation. 

In reply to Mr. Gough, Mr. Leyland Robinson said that the patient’s 
condition did not improve during the period of waiting prior to operation, 


SYPHILOMA OF THE VULVA, 


Mr. W. W. KING (Sheffield) showed a specimen of a large somewhat 
papillomatous tumour which he had removed from a girl aged 20. 

The Wassermann reaction was positive but the evidence of syphilis was 
suggestive rather than conclusive. 

The term “ esthiomene ”? was frequently applied to this condition but 
he thought that term should be restricted to cases with ulceration and 
“‘syphiloma ”’ used for those associated with hypertrophy. 

Mr. L&YLAND ROBINSON (Liverpool) had seen two cases similar to Dr. 
King’s specimen. One was under the care of Dr. Herbert Spencer who 
regarded the tumour as a fibroma of syphilitic origin. 

In the second case malignancy was suspected by the pathologist who 
cut a frozen section at the beginning of the operation. Wide excision of 
the growth and glands was carried out, but further examination of the 
tumour established its innocence. 

He would like to ask whether the patient had received salvarsan treat- 
ment before operation: he thought that unless there was some definite 
contraindication to it, such treatment might have diminished the size of the 
tumour and rendered the operation less formidable. 

In reply, Mr. King said the patient had not had salvarsan treatment as 
she was extremely ill before operation, 
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Mr. J. CHISHOLM (Sheffield) read a case of 
RECOVERY FOLLOWING ACUTE POST-OPERATIVE DILATATION OF THE STOMACH, 


Cases of acute dilatation of the stomach following operation, injuries, and 
in course of some other disease, have been reported from time to time since 
its description in Guy’s Hospital Reports 1872, most of them since 1899. 
And to the meeting of this Society held in December 1921, Dr. D. Dougal 
reported two cases occurring after labour, one of whom died and one 
recovered. 

The reason I bring this case before you to-night is because of the possi- 
bility—a strong one, I think—-that recovery resulted from re-opening the 
abdomen and freeing omental adhesions to the wound of the parietal 
peritoneum. In discussing the treatment of acute dilatation of the stomach, 
following operation, Sherren, in Choyce and Beattie, says that he is of 
the opinion that operation is not indicated : that, in early cases, life will 
be saved by lavage, and that in those that are overlooked surgical treatment 
will be of no avail. And this seems to be generally accepted. 

The patient was operated on on August 8th, 1922, for old ruptured left 
tubal gestation, with a large, partly encapsuled, pelvic haematocele, which 
the omentum helped to wall off above. 

The operation consisted in the removal of the ruptured left tube, the 
left ovary and the hrematocele. Owing to the free oozing from the pouch of 
Douglas after removal of the clot, it was thought advisable to leave a gauze 
drain in for 24 hours. 

A sinall quantity of clear fluid was vomited once only in the first 24 
hours following operation; and during the second day on five occasions, the 
fluid being clear and pale green in colour. A simple enema, given 48 hours 
after operation, was returned with a large evacuation of flatus. The 
abdomen was not distended, but catheterization was required and the pulse- 
rate continued rapid, 128 to 140. 

Only three times on the third day did vomiting occur, and on the fourth 
day four times. There was no distension, and a turpentine enema given 
on the third, and again on the fourth day, was followed on each occasion 
by a good result. But on the r2th August, that is, the fifth day, vomiting 
became much more frequent, brown in colour and much larger in quantity. 
There was no general distension of the abdomen, but pain was complained 
of in the upper abdomen, and there was some fulness there. 

Large soda bicarb. drinks were given and the stomach washed out with 
tube and funnel. Vomiting ceased, following these measures, from 9 p.m. 
on the 13th till 2 p.m. on the 14th. 

Copious brown vomiting, pint after pint, then commenced again and was 
more offensive than previously and effortless in character. There appeared 
to be more fulness in the upper abdomen, and the pulse-rate still continued 
rapid—132—but was weaker and difficult to count accurately. 

Under the impression that with recurrence of vomiting this might not 
be a case of acute dilatation of the stomach, it was decided to take the 
patient to the theatre and re-open the abdominal wound. This was done 
under gas-oxygen-ether anzesthesia, and an enormous dilatation of the 
stomach was found, and in addition the omentum was adherent to practically 
the whole length of the wound of the parietal peritoneum. There was no 
sign of peritonitis. 

Thinking it possible that the adhesion of the omentum was responsible 
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for reflex paralytic distension of the stomach, nothing further was done 
beyond its separation. 

The abdomen was closed with through and through silk-worm gut 
sutures only, and before the patient left the table the stomach was again 
washed out with tube and funnel. 

A few ounces of clear fluid were vomited 12 hours later, following the 
first drink of water by the’mouth, and from then on no further vomiting 
occurred. 

Though the wound broke down a little at the lower end, some days later, 
the patient ultimately made a good recovery. ‘The pulse-rate fell below 120 
24 hours after reopening the wound. 

The PRESIDENT congratulated Mr. Chisholm on his successful treatment 
of the case and asked if any eserine had been given after the operation. 
In his own practice he always prescribed this drug after abdominal opera- 
tions, and was convinced that complications such as acute dilatation of the 
stomach were thereby avoided. 

Mr. ‘Tonks (Chesterfield) recalled a case under the care of a colleague at 
the Chesterfield Royal Hospital. The patient, a girl, was admitted with a 
diagnosis of intestinal obstruction, the prominent symptom being sterco- 
raceous vomiting. Laparotomy revealed enormous dilatation of the 
stomach. ‘The stomach was incised, washed out and then sutured, and there 
was no further trouble, the patient making a perfect recovery. 

Mr. W. W. KiNG (Sheffield) recalled a case which he mistook for intes- 
tinal obstruction following hysterectomy. On the suggestion of the late 
Mr. R. Favell he undertook gastric lavage with complete success. Clinical 
experience had shown that this was the best treatment in most cases. 

Dr. DouGat (Manchester) had seen two cases of acute dilatation of the 
stomach in connection with labour. Both were primigravidee, had been long 
in labour and unsuccessful attempts at forceps delivery under anesthesia 
had been made previous to admission to hospital. 

Symptoms of acute dilatation were present on admission and_ before 
delivery but became more severe afterwards. The stomach was washed out 
in each case, recovery being rapid in one but the other showed no improve- 
ment and died 15 hours after delivery. 

Mr. W. GouGu (Leeds) had seen two cases following Caesarean section. 

Mr. Curr (Sheffield) referred to the frequency with which the condition 
was met with in France during the war in association with bullet wounds 
of the abdomen. 

Mr. Chisholm briefly replied. 


Dr. DouGat, (Manchester) described two cases of 
LABOUR COMPLICATED BY GENERAL G{DEMA OF THE FGTUS, 


The first patient was Mrs. C., aged 29 years, a iii-gravida, eight months 
pregnant. 

Of her two previous labours one was full-time but the child died on the 
sixth day from convulsions, the other was premature, six months, and the 
foetus had ascites. 

She now camplained of dyspnoea and cedema of the legs and vulva and 
was in very great distress. The urine was loaded with albumen. 

On examination, the abdomen was enormous and the enlargement 
appeared to be chiefly due to the large size of the uterus. Foetal parts were 
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difficult to make out and no foetal heart sounds could be heard. As a matter 
of fact foetal movements appeared to have ceased a week previously accord- 
ing to the patient. 

On vaginal examination the presenting part was high up and could not 
definitely be made out. 

Induction of labour was indicated on account of the pressure symptoms 
and this was done the following day. Krause’s method was adopted, and 
four bougies were inserted after rupture of the membranes. A certain 
amount of hydramnios was present and the face was presenting. It was 
noticed how congested the cervix was, blood spurting from the punctures 
made by the volsellum forceps. This was controlled by packing the vagina 
with gauze. 

Eight hours later he was informed that there had been a continuous ooze 
of blood from the vagina and that the patient’s condition was not so good. 
He accordingly saw her again and decided to empty the uterus. 

The cervix could not be dilated well so was incised anteriorly after 
pushing up the bladder. A hand was then passed into the uterus and the 
foetus palpated. It was found to be generally cedematous with hydro- 
cephalus, ascites and hydrothorax. After puncture of these cavities extrac- 
tion was eventually carried out. A huge cedematous placenta was removed 
manually and whilst doing this it was noticed that the inner surface of the 
uterus was hard and nodular. 

Although suffering from shock after delivery the patient made a good 
recovery and went home in a fortnight’s time. 

The second case was Mrs. M., aged 39, xi-gravida. She was sent into 
hospital as a case of accidental haemorrhage when 64 months’ pregnant. 
Of her ten previous children all were born alive but five died shortly after 
birth, two from convulsions, two from jaundice, and the remaining one 
from obstruction due to an imperforate anus. 

Her condition on admission was very serious and considerable haemor- 
rhage was still going on. The urine was loaded with albumen. 

The os admitted two fingers, the membranes were unruptured, the 
placenta was praevia and a foot presented. 

An anesthetic was given and the membranes ruptured, the amount of 
liquor amnii being excessive. The presenting foot was then pulled down 
and was seen to be cedematous. The child was gradually extracted after 
perforating the abdomen and chest. There was no hydrocephalus. A huge 
placenta was removed manually, and in this case too the hard nodular inner 
surface of the uterus was ‘very striking. 

The patient made a good recovery and went home at the end of ten days. 

The features of special interest in the cases he had described were the 
marked degree of albuminuria and, in one case, the presence of utero- 
placental heemorrhage. ‘These indicated the presence of a maternal toxaemia 
which also might very well be responsible for the foetal cedema. He had 
referred to the abnormal condition of the decidual surface of the uterus—it 
felt hard and indurated—and this might be the result of an old chronic 
endometritis. 

He had not made a detailed examination of the foetal organs and was 
therefore not in a position to exclude the possibility of there being a 
mechanical cause of the cedema, but he thought that after taking into 
account the unsatisfactory obstetric histories of the two cases the weight of 
evidence was in favour of the condition being due to some maternal cause, 
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Mr. Mines Puisirs (Sheffield) read a communication on 


THE OPERATIVE TREATMENT OF VAGINAL PROLAPSE ASSOCIATED WITH CONDITIONS 
REQUIRING HYSTERECTOMY, 


It is not very uncommon to come across patients suffering from extensive 
vaginal prolapse complicated by uterine conditions which require for their 
cure removal of the uterus. 

In the majority of these cases the uterine condition can alone be treated : 
the uterus may be so enlarged or so adherent that it must be removed by 
the abdominal route. The patient may be so blanched that removal of the 
bleeding uterus, either by the vaginal or abdominal route, is as much as 
she can stand. The vaginal prolapse, in either case, must be left for 
operative treatment at another time. 

There are a certain number, however, in whom it is feasible and reason- 
ably safe to combine vaginal hysterectomy with the modern extensive 
plastic operation for the cure of vaginal prolapse. 

My first case was done in 1910, and in the last 12 years I have operated 
in this way on over go cases. ; 

The chief indications for removing the uterus have been chronic cervico- 
metritis causing discharge and bleeding, the ‘‘ bleeding uterus of the 
climateric,’’ uterine fibroids of moderate size, and intractable cases of senile 
endometritis. 

After doing the routine anterior colporrhaphy with amputation of the 
cervix, atresia of the cervical canal occasionally occurs. On two occasions 
I have had to remove the body of the uterus per abdomen for haematometra 
and pyometra respectively, a considerable time after the plastic operation. 
This atresia is most likely to occur when the cervical canal is very small, 
or in cases in which the chronically inflamed cervix is riddled with retention 
cysts in its whole extent. 

In these circumstances it is difficult to obtain satisfactory union between 
the vaginal flap and the cervical mucosa. Hence, such conditions, I think, 
also occasionally afford an indication for removal of the whole uterus at the 
original plastic operation. 

In some of the cases it has been easily possible to remove diseased 
appendages at the same time. 

There is. no occasion now to point out the advantages to the patient, 
especially the very fat, of removal of the uterus by the vaginal route, when 
it is readily possible. But I do want to lay stress on the great boon which 
they receive if at the same time a coincident vaginal prolapse is also cured. 

I am well aware of the consternation which can be aroused in the mind 
of the gynzecologist when hysterectomy is mentioned in association with 
the treatment of genital prolapse. 

Of course removal of the uterus will not cure vaginal prolapse but it is 
equally obvious that the plastic operation required to cure the vaginal 
prolapse can be carried out concurrently with the vaginal hysterectomy. I 
will go further and state my opinion that in certain cases of real procidentia 
with an atrophic uterus and an extensive hernia of the pouch of Douglas, 
a more thorough radical cure can be most readily obtained by removing the 
uterus and widely encising the peritoneal sac. 

It is not necessary to describe in detail the steps of such an operation. 
Briefly, it can be stated to be a combination of Professor Fothergill’s 
anterior colporrhaphy with vaginal hysterectomy—iustead of amputation 
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of the cervix—and Professor Donald’s posterior colpoperineorrhaphy. The 
anterior colporrhaphy incisions are made first and the large flap of vaginal 
skin reflected from the bladder. Often it is most convenient to temove this 
flap entirely, out of the way. 

The cervix is freed from the vagina posteriorly and laterally from the 
paracervical fascia. The pouch of Douglas is opened and the utero-sacral 
ligaments sutured, the ligatures being left long for use at a later stage. 
The uterine arteries are in turn clamped, cut and ligated. The bladder is 
pushed up and the utero-vesical pouch opened. The round ligaments are 
next ligated, the ligatures being left long, and finally the ovarian pedicles 
are each clamped with a strong pair of forceps and the uterus removed. 

The pouch of Douglas is now closed with a purse-string suture which 
picks up the edge of the utero-vesical pouch. In occasional cases when 
there is a very extensive peritoneal sac—not rarely it may extend outside 
the pelvic outlet—I free and excise a large area of the peritoneum before 
closing off the peritoneal cavity. The ovarian pedicles are now brought, on 
their forceps, to the middle line, and sutured together by a running mattress 
suture passed on the deep aspect of the forceps. The forceps are removed 
and the loose ends of the pedicles are over-sewn with a buttonhole stitch. 

Thus the ovarian pedicles, and in some cases the lower portions of the 
broad ligaments, are sutured together below the bladder. 

This step was first described, I believe, by C. H. Mayo, of Rochester, in 
IQ14. 

Should it have been necessary to remove one or both of the appendages 
the pedicles are usually too short to be brought across and each is fixed 
into the peritoneal edge (or the corresponding round ligament). 

The round ligaments and utero-sacral ligaments are now sutured 
together and in some cases all four-structures are united together in the 
middle line. . 

Next the edges of the anterior colporrhaphy incisions are united by 
interrupted sutures, each of which takes a deep bite of the underlying 
paracolpos. A small gap is left at the top of the vagina for drainage. 

Finally, a high posterior colpoperineorrhaphy is carried out by Donald’s 
method, any rectocele being cured by suture of the deep perineal muscles 
in front of it. 

I have described the operation for a case of true procidentia. In many 
vases the uterus is little if at all prolapsed. This will render the removal 
of the uterus more difficult, but it also does away with the necessity of 
suturing the various stumps together below the bladder. 

The vaginal prolapse in such cases can be readily cured by the usual 
colporrhaphies. 

The operation may sound a severe one, and in some cases it is certainly 
difficult and prolonged, but in many it is easy. Even in elderly women 
there is rarely any shock, and the great majority of the patients make a 
very easy recovery. Careful judgment must, of course, be exercised in 
choosing suitable patients. 

The Present remarked that the late Dr. W. K. Walls frequently 
performed vaginal hysterectomy in addition to colporrhaphy when some 
condition such as chronic metritis was associated with the prolapse, and 
he believed that his results were very good. 

Dr. DouGaL (Manchester) referred to vaginal sub-total hysterectomy, 
and thought that it was a satisfactory method in many of these cases. He 
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was against the total removal of the uterus in cases of prolapse unless it 
was absolutely necessary. 

Mr. W. W. KING (Sheffield) said that he was in the habit of combining 
vaginal hysterectomy and colporrhaphy under the indications mentioned. 
He, however, took no special steps to support the top of the vagina. There 
was no danger of prolapse of the vaginal vault either in these combined 
operations or in ordinary colporrhaphies. All modern operations for vaginal 
prolapse depended for their success not upon bringing paracervical or 
paravaginal tissue together but upon the fact that they changed the shape 
of the vagina from that of a vertical cone to that of a horizontal cylinder. 

Mr. MILES PHILLIPS, in reply, said that he had not been attracted to a 
subtotal hysterectomy by the vaginal route. He was certain that the 
vaginal prolapse could be completely cured when the whole uterus was 
removed. In a few cases he had done the usual vaginal plastic operation 
with amputation of the cervix and had then, at the same sitting, opened 
the abdomen and removed the diseased body of the uterus with the adherent 
appendages. A small ring of cervix was left in this method. It was a 
technical convenience, not an essential requirement in the support of the 
vaginal vault. 

He did not think that any ‘ alteration in the axis of the vagina ”’ helped 
to cure prolapse. In curing the cystocele it was essential that the paracolpos 
of each side should be sutured together—most easily by the same sutures 
which united the lateral vaginal flaps. 


Mr. A. GouGH (Leeds) read a paper on 
BACTERIAL FLORA OF THE BLADDER IN GYNASCOLOGICAL, CASES. 


These remarks are based on the examination of catheter specimens of 
urine in 100 unselected cases in which no complaint of urinary symptoms 
had been inade. They were specimens obtained by the routine catheteriza- 
tion of patients before operation. They were examined in the following 
manner. With the least possible delay a single drop of urine was placed 
in a tube of agar culture medium, and after incubating for 48 hours the 
number of colonies was noted. The deposit obtained by centrifuging was 
also submitted to microscopic examination. No search was made _ for 
tubercle bacilli, for organisms cultivable with difficulty such as the gono- 
coceus, or for anzerobic organisms. Still, this limited enquiry has yielded 
results of some interest. 

The results were classified according to the number of colonies which 
developed. In the following table a minus sign (—) indicates sterile cul- 
tures. A number of colonies less than 10 is represented by a single plus 
sign (+). If the number runs into double figures the result is indicated 
by ++, while +++ indicates that more than 100 colonies appeared. 


Result of Cultures. 
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The following table shows the varieties of organisms which were found : 


Staphylococcus albus ... oi ae 

id aureus “ inn oS 
Streptococci... see te ad 
B. diphtheroid ... sh Nee ee, 
B. coliform sn eA ik acy aha 
B. proteus a as er ao 


It will be noticed that these add up to more than 70, the reason being that 
some specimens of urine contained more than one species. 
If the +++ cases are taken alone the result is :— 


Staphylococcus albus ... ae Za es 
B. coliform sa et ste Ae OS 
B. proteus ae. aie ree. 


This is in accordance with the predominant part taken by coliform organisms 
on the causation of the more severe infections of the urinary tract. 

In order to find the influence of the age of the patient, the cases were 
divided into three groups, according as the age was less than 35, from 35 to 
45, OF Over 45. 

Influence of Age. 


Age. Cases. Sterile. Percentage. 
<35 pee 34 if 33 aus 38 
35-45 ee 34 ees 10 wee 29 
>45 ie 32 ” 7 a 22 


So far as these figures go they indicate an increasing probability of infection 
as age advances. 

The numbers are too small to justify an analysis of different morbid 
conditions, but it may be said that generally most organisms were found 
in cases of prolapse and cystocele and in cases of pelvic infection. 

The question now arises how these results should be interpreted. It is 
known that staphylococcus albus and diphtheroid bacilli are normal inhabi- 
tants of the urethra in both male and female. When a catheter is passed a 
certain number will be carried up on the point of the instrument and will 
then come down in the stream of urine. This will account for the cases in 
which a small number of organisms was found, that is, the + and ++ cases. 
On the other hand, it will scarcely account for the +++ cases, in which 
hundreds of organisms were present in a single drop of urine: I conclude 
that here we have to deal with a definite infection of the bladder. This is 
supported by the fact that a microscopic amount of pus was found in the 
deposit of six urines out of the ten, 

The only really accurate and scientific method of determining the 
bacteriological condition of the urine in the bladder is to withdraw a 
specimen with a syringe through a suprapubic puncture. 

If the conclusion is accepted that organisms are present in the bladder 
in 10 per cent. of gynzecological cases without urinary symptoms, it is easy 
to understand how the infection may develop. After operations, cystitis is 
a somewhat frequent and annoying complication. When this happens there 
is a tendency to blame the nurses for carelessness in passing the catheter ; 
but the foregoing observations throw a new light upon the subject. The 
retention of urine and the diminished resisting power which may follow an 
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operation are quite sufficient to give an opportunity to germs already 
present. This diminished power of resistance to infections is well recog- 
nized as the result of clinical experience, but it does not easily lend itself 
to exact analysis. The effect of retention of urine can be shown in a fairly 
exact manner with the aid of a simple diagram. 











The broken line represents the quantity of urine. The continuous curve 
represents the number of organisms. 


Let us start with the bladder just emptied : it will contain a very small 
quantity of urine and also a few organisms. The amount of urine in the 
bladder as time passes can be represented graphically by a straight line 
inclined to the base-line, because it increases in arithmetical progression. 
The number of organisms increases in geometrical progression, and is 
represented by a curve which shows a steadily increasing inclination to the 
base-line. It will be seen that after a short time the concentration of 
organisms in the urine has diminished, but after a certain critical time the 
concentration of organisms is greater than ever. If the bladder is emptied 
before the critical time the number of organisms will diminish in successive 
cycles of filling and emptying; but if evacuation of urine occurs at longer 
intervals the organisms will become more and more numerous. The 
secretion of smaller amounts of urine and incomplete emptying of the 
bladder can readily be shown to have the same effect. 

Similar considerations account for the occurrence of cystitis and pyelitis 
during pregnancy and in the puerperium. During pregnancy there is a 
mechanical difficulty in completely emptying the bladder and in the free 
passage of urine through the ureters; whereas after delivery the diminished 
resistance to infection is the more important factor. 
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Dr. LeitH Murray (Liverpool) compared the results he had obtained in 
1912 (This Journal, Aug. 1912) with those recorded by Mr. Gough. 

His investigation was directed towards coliform organisms only, and for 
that purpose a selective medium was employed in the first instance. 

In 30 cases giving no clinical or microscopical evidence of infection of 
the urinary tract, 42 per cent. gave a positive result before operation, and 
92 per cent. at the first catheterization after operation. This remarkable 
post-operative increase was very noticeable both as regards incidence and 
numbers of colonies, even in cases which had not been catheterized before 
operation. Analysis of the temperature charts showed that the average rise 
after operation was precisely the same in cases in which, before operation, 
coliform bacilli were, or were not, isolated. It was found that the coliform 
organisms so obtained all lay within the four groups of McConkey’s classi- 
fication of RB. coli verus. The agglutinative reactions of these organisms 
showed much finer distinctions than the cultural. 

In a series of 12 cases of non-infective gynecological disease intra- 
abdominal puncture of the bladder was carried out, and in four cases 
coliform organisms were recovered, all of them conforming to the above 
classification. 

Apparently therefore at least 25 per cent. of female urines contain a 
saprophytic coliform organism of definite type and producing no symptoms, 

A parallel series of cases showing definite evidence of infection of the 
urinary tract showed coliform organisms exhibiting great variety of cultural 
reactions. It appears likely therefore that the cultural reactions of any 
coliform organism from the urinary tract may be an indication of its réle 
as a saprophytic or an infective agent. 

As a result of his investigations he was of opinion that in the absence 
of pus there is no real pathological significance in the demonstration of 
coliform organisms in female urines, and that cure of an infective condition 
should be regarded as complete when pus is no longer present, however 
markedly the bacilluria may still persist. 


An Ordinary Meeting of the Society was held in Manchester on Friday, 
December 15th, 1922. 
Mr. Haronip CLirFORD (Manchester), President, in the Chair, 


Mr. R. A. HENDRY (Liverpool) showed a specimen of 
VULVAI, DERMOID 


which simulated a Bartholinian cyst. 

He brought the specimen before the Society partly because of its rarity, 
partly because he had shown a similar specimen before the Society earlier 
in the year. The cyst was removed from a ii-para aged 32. The last con- 
finement was a difficult one under anesthesia but no information was 
available as to perineal tearing or suture. 

The pelvic floor had evidently suffered during one or both confinements, 
and cystocele, rectocele and some uterine prolapse were present. 

At the operation for repair of the pelvic floor and removal of the cyst, it 
was noted that the latter went even deeper and more external than usual 
and the lower one inch of the inner surface of the ischial tuberosity was 
exposed. After hardening, the contents were of the usual caseous dermoid 
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type with almost ‘ perle ’’ formation ; section showed a stratified squamous 
epithelial lining. 

Mr. R. A. HENDRY showed also an 

UNUSUAL CORPUS LUTEUM 
removed from a woman aged 19, married six weeks. 

The menses were always free, 10/28, and she suffered from pre- and post- 
menstrual pain which had been rather worse since marriage. 

The uterus was retroflexed and retroverted. 

Operation : dilatation and curettage, some slightly thickened endome- 
trium removed; the enlarged right ovary resected; a “‘ sling operation ” 
was performed and the vermiform appendage removed. 

On section the ovarian enlargement was found to be due to an unusually 
haemorrhagic cystic corpus luteum which, on microscopical examination, 
was decidedly atypical. Part of the Graafian follicular lining persisted, 
apparently unchanged, and then thickened abruptly into a mass of cells in 
which the usual rosette formation could just be made out, masked by the 
fact that the cells were not of the usual pale-staining closely packed poly- 
gonal lutein type clearly defined from the surrounding stroma, but were 
elongated, deeply staining, tending to form strands and to penetrate their 
surroundings almost suggestive of a carcinomatous change; there was no 
round-celled infiltration around the structure. 

The case was brought forward to ascertain whether other similar ones 
had been noted and their subsequent history watched. 

Mr. Hendry was indebted to Professor Blair Bell for permission to show 
the specimen. 

Mr. R. A. HeNprRy, in the absence of Professor Blair Bell, reported a 
case of 
PURPURA HASMORRHAGICA ASSOCIATED WITH MALIGNANT DISEASE OF THE OVARY 
in a woman aged 25, married five years, with one child four years old. 

Menstruation had been regular up to her admission to the Royal 
Infirmary on October 2nd, 1922, with three weeks abdominal enlargement 
and pain, at first slight but recently increasing rapidly in severity and 
becoming almost an acute abdomen. 

On admission her general condition was poor and anzemic, temperature 
100 degrees, pulse 110; marked abdominal distension and tenderness ; bluish 
green unfolded umbilicus; free fluid present in large quantity. 

Vaginal examination gave no information. 

By paracentesis six pints of blood-stained fluid were removed aud 
laparotomy immediately proceeded with when ten more pints were 
evacuated. 

A left ovarian tumour about the size of an orange, a slightly enlarged 
right ovary and a nodule from the sigmoid were then removed; the poor 
general condition precluded hysterectomy. 

She showed very little improvement for a day or two after operation and 
then began to go down hill; on October 5th, 4,400,000 red blood corpuscles 
with a colour index of 0.6 were reported; on the 7th purpuric spots 
developed ; on the oth, as a forlorn hope, transfusion of goo ce. of blood was 
carried out but she died the next day. 

Autopsy was not allowed. 

Both ovaries and the nodule from the bowel were sectioned and found 
to be peritheliomatous in type. 
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Dr. AppLEBY (visitor), introduced by the President, showed specimens 
from a case of 


SYNCHRONOUS RUPTURE OF BILATERAL ECTOPICS. 


The patient from whom this specimen was removed was admitted to 
Salford Royal Hospital on September 14th of this year. 

She has been married for sixteen years, has had one child—aged 14. 
Has never been pregnant since birth of her child 14 years ago. Last 
menstrual period commenced on June 29th; lasted five days. Amenorrhoea 
from that date until 7th of September. Then began to lose small quantity 
of very dark-coloured blood. On the morning of the 13th of September she 
experienced a very sharp colicky pain in the right iliac fossa; the spasms 
continued for 36 hours and were diagnosed by her doctor as being due to a 
mild attack of appendicitis. Having lasted 36 hours she then developed a 
very acute pain in the left lower abdomen, and immediately grew weak and 
pale and perspired freely. Vomited four times that day and was sent into 
hospital early in the evening. 

Examination showed abdomen distended and diffusely tender, especially 
over its lower part—weak thready pulse—blanched, very restless. Under 
anesthetic a soft diffuse mass could be felt in the right vaginal fornix. 
Diagnosed as a right-sided ruptured tubal gestation. 

The abdomen was opened by a median subumbilical incision, a large 
heematocele was found in the neighbourhood of the right tube which con- 
tained a ruptured gestation sac. The right tube was removed. The left 
tube was then examined and was found to contain a gestation sac which, 
though itself unruptured, had ruptured the portion of the tube which 
contained it. The foetus was floating in an unruptured amniotic sac. There 
was still a brisk haemorrhage from the ruptured tube and it was from this 
tube that the free blood in the peritoneal cavity had come. 

¢xamination of the specimen shows that the right tube contains an 
amniotic cavity and a mass of dark blood clot. The left tube contains a 
foetus 2cm. long; unfortunately the amniotic sac has ruptured, but the 
foetus is still in site in the tube. 

I have been able to find records of only one other case. Before the 
Gynecological Section of the Royal Society of Medicine in November, 1921, 
Mr. A. E. Mortimer Woolf showed a specimen of double ruptured interstitial 
ectopic gestation. This case showed a left interstitial pregnancy with 
chorionic villi present on microscopical examination. It also showed a 
right interstitial pregnancy, but no chorionic villi were discovered on 
microscopic section, blood clot only being found. 

In this specimen microscopic section shows chorionic villi in both tubes. 
I believe the right tube ruptured 36 hours before the other. 

The patient has recovered and done well. 

Dr. J. W. Bripr (Manchester) described a case of 

CARCINOMA OF THE CERVIX AND PREGNANCY. 

The specimen shows carcinoma of the cervix in a uterus 44 months’ 

pregnant, removed by Wertheim’s panhysterectomy. 


The patient, B. N., Reg. No. 320, aged 32, iv-para, was admitted to St. 
Mary’s Hospital, Manchester, from the Out-patients’ Department by Dr. 
Fletcher Shaw on March 15th, 1922. 
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Menstruation had alwzys been regular every 28 days, lasting four days 
and moderate in amount. There had been amenorrhoea since the end of 
October, 1921, and then on March 14th, 1922, last she had moderate bleeding 
which made her think that she was about to abort and caused her to seek 
advice. 

She had a history of four instrumental deliveries at term, two still-born, 
and two alive, one of which died at a later date. She had had no mis- 
carriages. Since her last still-born child 12 months ago she had complained 
of a yellow discharge and pain in the back. She had no pain or difficulty 
on micturition or defecation, 

The uterus corresponded in size to the period of amenorrhcea, 44 months. 
The cervix was hard and nodular, and somewhat fixed on the left side with 
thickening of the parametrium. 

On March 16th, 1922, I removed the uterus by Wertheim’s method, and 
had some difficulty on the left side. I could find no obious glands. 

The patient made a good recovery. 

It is of interest to contrast with this case that of M. R., admitted to St. 
Mary’s Hospital on October 19th, 1921, with carcinoma of the cervix, first 
discovered at the eighth month of pregnancy. Dr. Fletcher Shaw and I 
both considered the case operable, but while awaiting operation the patient 
came into labour and delivered herself naturally of a premature living child 
on October 26th, 1921. She wished to go home and was allowed to do so 
on November 4th, 1921, returning on December 5th, 1921. Her case was 
then quite inoperable, and she was referred to the radium ward. 

The rapid advance of the growth was extremely marked, and only served 
to emphasize the importance of immediate operation in cancer cases during 
pregnancy, though delay in the non-pregnant is equally to be deprecated. 
A year ago I saw in private a case of operable carcinoma of the cervix in 
which the patient absolutely refused operation or radium. In three months’ 
time she changed her mind, but the growth was now so advanced that Dr. 
Burrows, of the Manchester Radium Institute, thought radium quite useless. 

Dr. DouGar, (Manchester) referred to a case which he had previously 
brought before the Society. The patient was 30 years of age and was 
admitted to hospital in labour with eclampsia. She was unconscious and 
having frequent fits. She was examined to ascertain the progress of labour 
and then it was found that she had an advanced carcinoma of the cervix 
with extension to and malignant stricture of the rectum. 

Delivery by the natural passages being obviously impossible, Caesarean 
section was performed, the child being alive. 

The mother died of shock four days after the operation but the child 
survived. 

It was ascertained from her friends that there had been irregular 
bleeding from a very early stage of the pregnancy, and that the case had 
been treated as one of threatened abortion. 

During the ten years from 1910 to 1920 there had been nine cases of 
carcinoma of the cervix with pregnancy admitted to the Maternity Depart- 
ment of St. Mary’s Hospitals, and of these four were operable. ‘The maternal 
mortality for the cases operated on was 50 per cent. A large number of 
the cases were under treatment in the early stages of the disease but were 
not examined as they were merely looked upon as cases of threatened 
abortion. 
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Mr. LEYLAND ROBINSON (Liverpool) read a paper on 
HEART DISEASE IN PREGNANCY, 
which will appear in the July number of the Journal. 

Mrs. Dossin CRAWFORD (Liverpool) urged that hard and fast rules 
should not be laid down as to the impermissibility of pregnancy in women 
with heart disease. She quoted Rowlette’s figures for the Rotunda Hospital, 
as follows: During 11 years there were 46,204 women delivered, with 168 
deaths. Of these only 11 deaths were associated with abnormal heart 
conditions. Since then of every 4,200 women delivered in the practice of 
the hospital only one having heart disease died, it was obvious that a large 
number of women with heart disease passed safely through pregnancy and 
labour. 

Mr. ARTHUR GEMMELL (Liverpool) said that during his recent visit to 
Vienna this subject of heart disease in pregnancy was discussed and it may 
be of interest to repeat their teaching to this meeting. 

Only the subject of those patients who suffered from organic heart 
disease and in whom failure of compensation had actually occurred was 
considered. ‘The actual heart lesion referred to throughout was mitral 
stenosis, as being the commonest and most dangerous, but the teaching 
holds for failure of compensation in any lesion. 

Once compensation has failed they consider the pregnancy should be 
terminated, because of the danger of sudden death, either during the labour 
(as Dr. Fothergill has mentioned) or within a few hours of its termination, 
and because of the frequency of thrombosis in these cases. Both these 
accidents have occurred comparatively frequently in those cases which they 
had allowed to go to term and deliver themselves. 

Their method is to get the heart into as good a state as possible by rest 
and the administration of digitalis and then to proceed to empty the uterus. 
Premature labour is never induced as they consider that this is almost as 
great a tax on an embarrassed heart as normal labour. 

The uterus is emptied by dilatation and removal of the conceptional 
products or by vaginal or abdominal Czesarean section, according to the 
stage of pregnancy reached. 

The difficulty of giving a general anesthetic to a patient suffering from 
organic heart disease is overcome by the use of spinal anzesthesia, under 
which nearly all their gynecological operations are performed. 

Dr. W. E. Foruercitt, (Manchester) and Dr. J. E. GEMMELL (Liverpool) 
also discussed the paper. 


EDINBURGH OBSTETRICAL SOCIETY. 


The first meeting of the eighty-fifth series session of the Edinburgh 
Obstetrical Society was held on November 8th with the President, Dr. J. 
LAMOND LACKIE, in the chair. 

The PRESIDENT delivered his inaugural address on 

PREVENTION IN OBSTETRICS AND GYNASCOLOGY. 

At the outset he drew attention to the fact that the mortality and mor- 
bidity among women in childbirth was no less than it was 70 years ago, and 
that childbirth, largely because of the high incidence of puerperal sepsis, 
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was second only to tuberculosis as a cause of death among women. ‘The 
remedy lay, in his opinion, in closer co-operation between the practical 
obstetrician and the laboratory worker, the biochemist and bacteriologist 
collaborating with the clinician in the solution of the problems of pregnancy, 
the puerperium and of gynecology. ‘There was, moreover, much room for 
improvement in midwifery teaching. The speaker was in favour of a more 
intensive training of students by actual residentship in the maternity 
hospital and constant practice for a fixed period, including instruction in 
the antenatal and postnatal departments, with subsequent attendance upon 
cases in the extern department. Referring to the ravages of puerperal 
sepsis he felt strongly that unless the bedroom could be converted into an 
operative theatre every lying-in woman should be removed to hospital or 
nursing home. Reference was made to the British Medical Association 
discussion in Glasgow in July 1922, on still-birth and neonatal deaths, where 
the value of antenatal supervision in the prevention of stillbirth had been 
proved: every practitioner should have his antenatal department and 
exercise the closest supervision over his pregnant patients : moreover his 
duties did not cease 14 days after labour, for much could be done in the 
prevention of the gynecological sequelie of midwifery by a careful examina- 
tion six weeks after confinement. The question of diet during pregnancy 
was discussed in detail: speaking generally he was in favour of a mixed 
diet, red meat being taken once or twice weekly, the necessary protein being 
obtained from eggs, fish, fowl, peas and cereals. By limitation of fluids, 
especially milk, and of carbohydrates, according to the Prochownick method, 
he believed it possible to obtain a smaller child with consequent diminution 
of the risk of dystocia. After emphasizing the importance of examination 
of the pelvis and the foetal head the speaker referred to the value of a 
timely induction of labour either at full time or a few weeks previous to it : 
a brilliant Cesarean section was in many cases a confession of bungled 
midwifery and too often only undertaken as a last resort. Dr. Lee’s method 
of delivery by “ prophylactic forceps”? was described and criticized as an 
unjustifiable proceeding. The speaker strongly advised a minimum inter- 
ference during either the first or second stages of labour, patient “ standing 
by ’?? combined with scopolamine-morphine narcosis, provided pelvis, foetal 
head, presentation and position were normal, often yielding better results 
than brilliant abdominal or vaginal surgery. He was convinced that 
delivery was too frequently accomplished by forceps without sufficient 
justification, and personally had recourse to forceps, and especially to high 
forceps, much less frequently than formerly. He was entirely antagonistic 
to Potter’s version as a routine method of delivery and looked upon it as 
the best example of meddlesome midwifery, the introduction of which into 
this country he would deeply deplore. Nor was he in favour of the so-called 
intermediate repair of injuries to the perineum; all lacerations ought to 
receive immediate attention, preferably during the third stage of labour. 
The greatest advance in the modern maternity hospital was a follow-up 
system so that every woman should return so many weeks after delivery 
for examination and advice. Much suffering might be: prevented by the 
early recognition and correction of pelvic lesions consequent on childbirth. 
In conclusion reference was made to the various Acts passed by the State 
for the safeguarding of pregnant women, for example, in factories, showing 
its recognition of the necessity for prevention obstetrics. 
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MIDLAND OBSTETRICAL AND GYNASCOLOGICAIL, SOCIETY. 


The Third Meeting of the Midland Obstetrical and Gynzecological Society 
was held at the Royal Infirmary, Leicester, on February 13th, 1923. 
Dr. PursLOW, President, in the Chair. 
Dr. Hicks (Derby) showed micro-photographs from a case of 
ENDOMETRIOMA OF BOTH OVARIES. 

I think that most of us have for many years been very interested in these 
blood cysts of the ovaries. They have been variously described as 
‘“‘ heematomata ” or ‘lutein cysts”? of the ovaries. I have cut and 
examined many sections and often found the glandular spaces, which will 
be seen in these beautiful photographs taken by Mr. Bates from the actual 
microscopical slides. Photographs of this kind are so much more truthful 
than drawings which can be made to suit the imagination of the artist. 
Recently Sampson in America has suggested that these glandular spaces 
are endometrial in origin and that the haemorrhagic cysts are filled with 
old menstrual blood. It has been said that these blocd cysts are often, 
but not always, associated with either an adenomyoma of the uterine body 
or recto-vaginal septum. A great many names have been suggested for 
this condition, and in the present state of our knowledge I think endome- 
trioma is perhaps the best. 

Case.—E. R., eet. 34 years, single. For three years she complained of 
severe dysmenorrhoea and menorrhagia. 

On examination, a mass about the size of a tangerine orange could be 
felt fixed and very tender in Douglas’s pouch. ‘The uterus was enlarged 
and hard. 

When the abdomen was opened the tender mass was found to be the left 
ovary firmly fixed to the peritoneum by the densest of adhesions. The 
right ovary was also fixed to the back of the broad ligament. ‘The uterus 
contained a small hard tumour in the fundus. This had the appearance of 
an adenomyoma and was left alone. 

The characteristic symptoms are severe dysmenorrhcea, usually coming 
on during the later years of menstrual life, menorrhagia and sterility if 
married, 

Both ovaries contained multiple blood cysts filled with a dark tarry 
material, and very much like that found in cases of haematometra. From a 
surgical point of view the only difficulty met with is in the toughness of 
the adhesions, but unless the ovaries are adherent to intestines there is not 
much danger of serious injury. It is nearly always possible to leave: some 
ovarian tissue behind either from one or both ovaries. 

Pathology. From the slides and photographs it will be seen that the 
ovarian stroma contains numerous glandular spaces lined with cylindrical 
epithelium. The whole ovary is affected but the gland spaces are more 
plentiful near the hilum of each ovary. 

In some recorded cases muscle fibres have been found, which would 
rather help the theory that these gland spaces are of Miillerian duct 
origin. I have not been able to find muscular tissue in any of the sections 
that I have examined. For the time being there seems a fair amount of 
evidence that these gland spaces are of endometrial origin and that the 
tarry contents are menstrual blood secreted at each period. This would 
explain the terrible dysmenorrhcea. 
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If these cysts form in rests derived from the Miillerian duct, it is difficult 
to explain why they should not become functional earlier in menstrual life. 

At present it seems that the most likely explanation is that they are 
due to some form of metastasis, although it is quite clear that they are not 
malignant. We cannot at present account for this mysterious migration 
of endometrium. 

Dr. T. C. Chars (Leicester) reported three cases of 


ADENOMYOMA OF THE RECTO-VAGINAL SEPTUM, 


and showed micro-photographs from the tumours described. 

Case 1. Mrs. S., aged 49. Operated on for malignant stricture of caecum 
in 1920. ‘Typical annular stricture, no glands. Not examined microscopi- 
cally. Satisfactory recovery. No syinptoms for two years. Normal mens- 
truation. No children. 

Oct. 1922. Has complained for some weeks of pelvic pain and aching, 
constipation and occasional passage of blood per rectum. General health 
has remained fairly good. Sent home as a case of recurrence of growth. 

Per vaginam, Cervix fixed and dense thickening on each side of the 
uterus, which was slightly enlarged. Per rectum, a smooth rounded mass 
projects into the rectum; mucous membrane not ulcerated. Condition 
thought to be inflammatory and operation advised. 

Operation. Uterus studded with fibroids of varying size, not exceeding 
large marble. Dense fibrous-looking tissue fuses the cervix and the rectum 
together. A mass felt in the anterior rectal wall, extending some distance 
laterally. Rectum fixed. Ureters not affected. Caecum healthy; no sign 
of recurrence, no adhesions; distal 12 ins. of ileum dilated and thickened. 

Panhysterectomy. Rectum not removed. Sigmoid colostomy performed 
for subsequent excision of rectum if section showed growth to be malignant. 

Sections from the posterior wall of cervix were examined and report was 
that the condition was columnar-celled epithelioma. I saw the section and 
thought the microscopical appearance was suggestive of adenomyoma. 
Because (i) the gland acini were lined with single layers of very perfect 
looking cells which might well be uterine cells; (ii) the stroma had the 
appearance of, in parts, fibromyomatous tissue. 

Patient was in a weak state and I decided not to excise the rectum but 
to apply radium emanations. This was done, and two months after, 
although still having a colostomy, her health is good and she has lost the 
aching pains in the pelvis and down the thighs of which she complained. 
The rectal mass is still there, but there is a distinct area of absorption 
around the part where the radium tube was inserted. 

Section exhibited. 

Case 2. Mrs. M., aged 40. History of very long standing dysmenorrhcea, 
very severe in character and getting worse. She had been curetted some 
years before without result. 

Menstrual periods painful. No examination. Children: one—12 years. 

Per vaginam. Mass about as big as posterior lip of cervix, felt behind 
evidently in the recto-vaginal septum. With speculum small polypoid 
projection could be seen at the apex of posterior fornix. 

Operation. Incision behind cervix and a mass, size of hazel nut, excised. 
Sections cut and examined. Many acini lined with single layers of 
epithelial cells, slightly flattened, embedded in fibromyomatous stroma. 

This patient is no better, and a hysterectomy will be performed. 
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Case 3. Mrs. T., nullipara, aged 27. Complained of dysmenorrhoea and 
excessive loss. Pain is not so severe as in last case. 

Small lump felt behind cervix. Diagnosed as adenomyoma. 

Operation. Lump excised through vaginal incision. 

Section shows one single acinus dilated to size of small cyst, lined with 
flattened epithelium and embedded in fibromyomatous tissues. 

This patient states that her symptoms are relieved. 

Query : What operation is to be advised in young women with moderate 
symptoms ? 

Dr. C. D. LOCHRANE (Derby) showed sections and lantern slides from 
(1) A CASE OF ADENOMYOMA OF THE RECTO-VAGINAI, SEPTUM WITH DECIDUAL 

REACTION. 

Mrs. R., aged 33. First pregnancy. Married 44 years. Eighteen to 20 
weeks’ pregnant with small circumscribed irregularly shaped, multilobu- 
lated tumour of recto-vaginal septum in posterior fornix. Not palpably 
connected with the uterus, from the nearest point of which it was distant 
Zin. The largest globule, which bulged markedly into the rectum, had a 
cystic fecl. Tumour measured about 3 in. vertically by 1 in. antero-poste- 
riorly. Small polypi, of fibroadenomyomatous or mucous type, hung from 
external os. No uterine fibroids palpable, and no history of gonorrheea. 

Periods 4/28 D. 6 till two years before. Since then slight prolongation 
of menstruation, but not heavy loss. Never had dysmenorrhoea. Aware of 
something in rectum during defecation for 12--15 months before pregnancy. 
On one occasion 12 months ago felt that bowels were obstructed, and bled 
twice at defeecation then (? at period). No opportunity to examine ovaries. 
(2) A CASE OF ADENOMYOMA OF THE UTERUS IN PREGNANCY SHOWING DECIDUAL 

REACTION. 

Mrs. B., aged 42. First pregnancy. Married nine years. Cesarean 
section on March 30th, 1922, as elderly primigravida wanting child. Foetus 
lying in breech and soft parts very small and rigid. Pelvis not contracted. 
Ceesarean hysterectomy done as diffuse adenomyoma on posterior wall of 
lower part of upper uterine segment diameter of a billiard ball or slightly 
bigger. Ovaries not removed and therefore not sectioned for endometrioma. 
Periods 3/28 D., 4 only. Dysmenorrhcea always, which has not got worse. 
Pain is in both iliac regions for 3-4 days pre-menstruation. No metrorrhagia 
or leucorrhoea. No personal history of gonorrhoea. Pregnancy normal. 

Specimens show extensive areas of decidual reaction in cellular mantles. 
Etiology of great interest.—Theories : 

(1) Embryonic. (a) Wollfian body and duct; (b) Miillerian. 

(2) Metaplasia of misplaced serosal cells. 

(3) Purely inflammatory—adenomyositis. 

(4) Metastases of adult endometrial or endosalpingeal tissue (Sampson). 

Reverse passage of endometrial tissue. 
Endometrioma. 
Adenomyomatous implants independent parts from (a) endome- 
trioma ; (b) direct from tube. 

N.B.—Bond’s reverse currents. 

Sampson has found endometriometa or remains in nearly all his 
adenomyomas. 

Invasive qualities probably dependent on influence of secretion 
of ovary or corpus luteum. 
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Combination of latter two theories seem most probable explanation 
because : 

(1) Females only. 

(2) None reported before puberty, and only one after menopause. 

) Structure like endometrium. 

(4) Menstruate at periods. 
) Of eleven cases of intra- and extra-uterine adenomyomata reported in 
association with pregnancy, nine showed marked decidual change 
and reports of the two others are incomplete. 

(6) Sections often show evidence of invasion of ovary, uterus, bowel, etc., 
from peritoneal aspect. 

(7) Adenomyomata very usually associated with endometriomata (per- 
forating chocolate cysts of ovary suggesting causal relationship of 
the two). 

(8) Bond’s experiments suggest Sampson’s reverse implantation theory 
not unlikely. 

(9) Frequent association with tuberculosis or other inflammatory disease 
of endometrium or endosalpinx. 

Arguments against : 

(1) Elastic tissue in cell mantles not found in uterine endometrium 
(Meyer). 

(2) Metaplasia in cells in injured regions, e.g., floor of ulcers. 

Lockyer thinks this more likely, but it does not explain multiple sites 
of growth so easily as Sampson’s theory. Lockyer also uses same argument 
to explain decidual changes, but apart from one photograph of omentum 
(probably extra-uterine pregnancy) shows nothing to prove it. 

This theory seems more far-fetched than Sampson’s. 

An interesting question is the exact position of these tumours in a patho- 
logical classification. Note resemblance to: 

(1) Ovarian papilloma (peritoneal metastases). 

(2) Carcinoma (a) blood-borne metastases; (b) no capsule; (c) invasive 

qualities (lutein or ovarian influence). 

(3) Chorionic carcinoma (influence of ovarian or lutein tissue); and yet 

(4) Adult type of cells and clinically not malignant and only invasive 
during period of ovarian activity. 

Really probably a malignant tumour of endometrium of very low grade. 

Raises whole question of influence of endocrine secretions on malignant 
disease generally. 

Treatment—ovariotomy. 


Dr. LOCHRANE also showed a specimen of 
CARCINOMA OF THE VULVA FOLLOWING LEUCOPLAKTA, 

and showed slides from the growth and secondary glands. 

Mrs. B., aged 38. Nullipara. No history of tuberculosis or syphilis. 
Wassermann negative. First seen October roth, 1922. 

Symptoms.—Marked pruritus vulva intermittently for the past 18 
months. Scalding during micturition during past three months. Ulcers on 
vulva past six months. Menstruation 1/28 D. 3. No dysmenorrhcea. Very 
little leucorrhcea. No metrorrhagia. No polyuria or polyphagia. Gaining 
weight. 

Examination.—Urine S.G. toto, neutral. No sugar, albumen, pus. 

When first seen lower half of both labia minora were retracted and 
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slightly fissured in places; upper portions thickened. The whole labia 
minora were of an opaque whiteness more marked in patches. Very little 
discharge of any kind. Labia majora and perineum showed a few opaque 
white areas irregularly distributed, and there were a number of slight 
cracks and fissures with desquamation of epithelium around posterior com- 
missure of vaginal introitus. Vaginal introitus contracted a little (F. 1) 
and painful on examination. Perineum and posterior half of vulva rather 
rigid and inelastic (i.e., second and third stages of leukoplakia of vulva). 

Patient sent for X-ray treatment and did not return for 11 weeks owing 
to misunderstanding. She thinks she got rapidly worse under the X-ray 
treatment (12 exposures mixed y and # rays), and on examination appear- 
ances were as in specimen. (Opaque patches on left labium majus more 
marked and raised malignant areas apparently superimposed.) 

Note.—Opaque leukoplakic patches on labia majora and perineum. 
Irregularly distributed carcinomatous areas all round posterior half of 
vaginal introitus and on perineum (i.e., parts in which disease had advanced 
to third stage). 

Operation._-Radical excision of external genitalia and fat and glands 
of both groins. One pea-sized gland in left groin. Microscopic slide shows 
section of a nodule and gland both carcinomatous (squamous with much 
keratinization). 

Mr. FuRNEAUX JORDAN mentioned the acute pain met with in cases of 
“tarry ”’ cysts, and also the dense adhesions in the floor of the pouch of 
Douglas, and pointed out the danger of subsequent bowel adhesions in cases 
of endometrioma of the ovary necessitating double ovariotomy. 

He considered that Dr. Lochrane’s case of carcinoma of the vulva 
showed how disappointing X-ray treatment was in leucoplakia, this case 
having actually become malignant whilst undergoing X-ray treatment. 

Mr. Ceci, MARRIOTT opened a discussion on 

‘TREATMENT OF FULL-TIME ECTOPIC GESTATION, 

He stated that in 1919 at a meeting of the Royal Society of Medicine, 
Section of Obstetrics and Gynzecology, this subject was fully discussed, and 
that since not many cases of this condition were likely to be seen by any one 
man it was only by collaboration that a definite indication of the most 
suitable line of treatment could be arrived at. At the meeting mentioned 
the late Mr. Gordon Ley produced notes collected from 100 cases, from which 
he showed (i) that mortality of the mother was high if operative removal 
were carried out at the time of false labour; (ii) on the other hand there 
was a risk of infection of the sac and contents if left for some weeks. Ley 
stated that the mortality amongst babies delivered at the time of spurious 
labour was low—18 per cent., and that in 50 per cent. of these babies 
deformities were present, the majority of these being of mild degree, and 
amenable to ordinary surgical treatment. 

Treatment resolved itself into early or late operation. 

(1) Early operation. The abdomen should be opened at or shortly after 
the spurious labour, the sac found and opened, and the child extracted. If 
the attachments formed by the sac are mainly bowel, attempts to remove 
the sac result in severe haemorrhage, but if the sac was adherent to the 
uterus or abdominal wall removal is possible and may even be easy, and 
primary ligature of all big vessels running to the mass should be the first 
step. As, however, attempts to remove the placenta and sac and plug the 





116 Journal of Obstetrics and Gynecology 


cavity in which they lay were liable to instant fatal haemorrhage it was 
probably wiser that the sac should be marsupialized, and the placenta left 
to absorption or disintegration by nature. 

(2) Late operation. In cases in which no effort is made to save the child 
operation should be deferred for three months. Hzeemorrhage may be as 
severe at the end of six weeks as at full time, and though cases are on 
record in which infection supervened as little as 14 days after spurious 
labour, as a rule cases go much longer without any symptoms of infection. 

Mr. Marriott reported one case, the sac and contents from which are now 
in the Royal College of Surgeons’ Museum, London. A iv-gravida, who 
passed through what later proved to be a spurious labour, and then for three 
months had a little bleeding and discharge, and was thought to have a 
degenerating fibroid, was sent into the Leicester Royal Infirmary. The 
uterus was enlarged and pushed to the right, whilst occupying the left side 
of pelvis and abdomen was a tumour, which at operation proved to be the 
sac. The sigmoid was pushed up out of the pelvis and stretched tightly 
over the sac and there was some bleeding whilst separating it. The sac 
and placenta were removed without much bleeding, and contained a full- 
time foetus. There was no evidence of infection. 

The woman made a good and straightforward recovery. 

Dr. PursLOW and Mr. FURNEAUX JORDAN both referred to a case operated 
on by the late Professor Taylor, in which both mother and child lived. Mr. 
Jordan pointed out that it was at this operation that Professor Taylor 
demonstrated that the baby was in a sac, and not free in the abdomen as 
had been supposed previously. In this case the placenta was removed at 
the operation after previous ligature of the uterine ovarian vessels. Pro- 
fessor ‘Taylor considered that these cases were primarily cases of intra- 
ligamentary rupture, in which either the anterior or posterior layer of 
peritoneum was gradually raised. 
the sac. 

Mr. Jordan reported two cases of his own. (1) Seen two years after false 
labour, in which bones of a complete foetal skeleton were removed from a 
sac containing also a gallon of chocolate-coloured fluid, there being no 
evidence of infection. (2) A case seen two months after spurious labour, 
the sac being then removed without undue operative difficulty. 

Dr. Hicks (Derby) considered that diagnosis of full-time ectopic gesta- 
tion from normal full-time pregnancy might prove very difficult. He had 
dealt with one case just after the termination of spurious labour. Both 
walls of the uterus and the placenta had to be divided before reaching the 
child, which was delivered alive, but with many deformities. There was 
severe bleeding, which was dealt with by marsupialization of the sac and 
plugging. Dr. Hicks considered that the risk to the mother of early 
operation was very great, whilst that of infection supervening during the 
three months’ waiting was comparatively small. 

Dr. T. C. CLARE (Leicester) reported a case operated on two weeks after 
spurious labour. The placental site oozed, though hardly disturbed, and 


was plugged, the placenta being slowly absorbed without infection super- 
vening. 


He recommended marsupialization of 


Dr. C. D. LocHRANE (Derby) reported a case operated on 18 months after 
labour. The site of placental attachment was in the Fallopian tube, and 
removal presented no operative difficulties. 





